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1. Abstract 
Following a review of the stress, distress and coping reported by student health professionals and 
students in higher education, see Chapters 2 and 3, the hypothesis that a problem existed with distress 
early in training was confirmed by screening two cohorts of first year student nurses, see Chapter 4. 
Some 50.5% of students, in Cohort one (N=109, Week 40) and 67.9% of students in Cohort two 
(N=111, Week 24) suffered significant levels of affective distress. All students were enrolled on the 
newly implemented 1992 scheme of nurse education in Tayside. 
The underlying dimensions of situational sources reported by student nurse stress were clarified with the 
development of the Student Nurse Stress Index, see Chapter 5. A reliable 22 variable solution with 
oblique structure and non-orthogonal factors of "academic load", "clinical sources", "intet/ace 
worries", "personal problems" was obtained. This measure showed cross sample factor congruence, 
good internal reliabilities, and concurrent and discriminant validity across a range of reporting 
conditions. 
A stress reduction/management intervention set at individual and interface levels, designed to reduce 
levels of student nurse distress revealed by the earlier screening study, was implemented during a 
second series of hospital placements, see Chapter 6. A randomised controlled trial revealed the success 
of this programme in reducing affective distress in 73 student nurses shown to have experienced 
significant levels of distress earlier in training. A series of significant treatment x time interactions were 
found with a range of context-free measures of affective distress, e.g. General Health Questionnaire-30 
(Goldberg, 1972), State and Trait Anxiety Inventory (Speilberger, et aI., 1983), Beck Depression 
Inventory (Beck, et aI., 1987), with situational sources of stress (Beck & Srivastava, 1991), and 
Domestic Satisfaction (Derogatis, 1980). Similar treatment x time interactions were found with Direct 
Coping (Parkes, 1984), and Relaxation Potential (Derogatis, 1980). Adaptive changes were confmed to 
the experimental group alone. In addition, State Anxiety on the morning of an important exam was 
lower for students receiving stress management (Treatment X= 45.88, Control X =59.09). The 
intervention had no detectable effect on organisational variables of sickness, absence and examination 
performance. However, logistic regression and hierarchical multiple regression analysis showed that 
initial distress at screen did not predict pre or post-treatment changes in sickness or absence, or 
subsequent examination performance. Stress management delivered in groups reduced affective distress 
and increased adaptive coping use in both clinical and academic settings. 
Possible future directions for this research targeting student nurses are outlined in Chapter 7. 
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1. 1 Overview of thesis 
1.1.1 Introduction 
The 1990's have seen a range of educational and health service refonns, all of which have had a direct 
impact on student nurses. From 1992, with the introduction of Project 2000 schemes of nurse 
education, students were asked to perfonn at a higher academic level than hitherto. Despite raising the 
academic level of this professional preparation, the educational qualifications needed to enter nursing 
were not increased. Early in 1993 there were no published studies which adequately described the 
impact of the 1992 scheme of training on student nurses. Nothing was known about how these students 
coped with the perceived demands of this new academic preparation. It was particularly important at the 
start of this new 1992 scheme of education, to be able to detail the sources of stress, the levels of distress 
and to understand how students coped with this comparatively demanding academic preparation. 
In the years preceding the introduction of the 1992 scheme of nurse training, research focusing on the 
sources of stress, levels of distress and the coping strategies used by health workers targeted the medical 
profession and trained nurses in some detail. In particular, concerns regarding high levels of distress in 
doctors led to distress in medical students being examined, and preventive strategies suggested. In 
recent years, while there are many studies describing the sources of stress and the comparatively high 
levels of distress in trained nurses, there are few studies which adequately describe the perceived 
sources of stress associated with distress by student nurses. Furthennore, few situational measures of 
student nurse stress with established psychometric adequacy exist, and the underlying dimensions of 
student nurse stress were not described prior to 1992/93. In addition, little is known about student nurse 
distress and its association with stressful academic and clinical aspects of the 1982 scheme of training in 
the U.K.. While the work of Katherine Parkes in the late 1970's and early 1980's provided a great deal 
of infonnation on how students cope early in training, nurse education has changed radically since then. 
7 
Despite the widely held assumption that student nurses experience high levels of emotional disturbance 
during training, comparisons of the distress levels experienced by such student health professionals with 
community norms, and with reports by other appropriate referent student groups are rarely found. 
While a range of descriptive studies detailing commonly reported sources of stress are available, only in 
recent years have studies explored the impact of therapeutic strategies to reduce student nurse distress. 
These studies tend to target students whose distress does not exceed community norms, and offer 
individual level strategies to assist student nurses to manage their personal reactions to training. No 
"reactive" studies exist targeting students shown to have experienced high levels of distress early in their 
course. Such studies enabling distressed participants to change or adapt to stressful situations in their 
education, or to cope effectively with clinical and academic situations which are often unamenable to 
change, are not to be found. In addition, studies which enable student nurses to manage demands 
arising from the home-work interface, or assist students to maximise their use of existing organisational 
supports do not exist currently. 
1.1.2 Thesis outline 
The aim of this thesis is to examine the nature, measurement and management of student nurse stress, 
distress and coping. As part of this process, a multi-level strategy to identify the difficult situations 
facing student nurses, to detail the distress reported and behaviours used to cope with such situations, 
precedes the development of a new measure of student nurse stress, and the development of a stress 
reduction/management intervention set at individual and interface levels. The fmal aim of the thesis is 
to develop a proposal for a longitudinal screen targeting more global psychosocial aspects of the work 
environment, to examine developmental changes in stress, distress and coping in addition, and to 
establish causal direction between job characteristics and strain outcomes. This proposed longitudinal 
screening study will provide an evidence base for a subsequent intervention to reduce distress set at an 
organisational level. 
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This thesis will provide a detailed picture of the sources of stress, levels of distress and the coping 
strategies used by students early in training and will determine whether a problem with distress exists 
with this new form of nurse education, i.e. the 1992 scheme of training, see Chapter 4. How does the 
distress reported in the 1992 scheme of training in Dundee compare with other appropriate referent 
groups. Do particular sources of stress predict levels of distress? Are particular coping strategies 
associated with low and high levels of distress? In 1992, anecdotal evidence suggested that there was 
a problem with distress in this new form of training. 
The thesis will clarify the underlying dimensions of stress reported by student nurses undertaking the 
1992 training, and will extend the most adequate measure of student nurse stress available in 1992, and 
will examine the factor structure, and psychometric qualities of the resultant new measure, see Chapter 
5. Having detailed high levels of distress early in training (Chapter 4), the design of an intervention to 
reduce distress set at individual and interface levels guided by information derived from the earlier 
screening study will be justified, and the impact of the programme to reduce distress will be examined 
using a randomised controlled trial, see Chapter 6. The intervention was designed to reduce distress, by 
facilitating adaptive coping use by student nurses, by assisting the student to manage home/course 
demands, and by helping students to maximise their use of the organisational supports available to them, 
see Chapter 6. 
Chapter 7 outlines the future directions for research arising from this series of studies. These plans 
relate to issues raised by each study, i.e. Chapters 4, 5 and 6, and include a plan to compare the 
adequacy of several competing causal models of the stress process, extending earlier individual level 
screening approaches to survey the impact of more psychosocial aspects of the work environment on 
student nurse strain. Targeting participants undertaking the 1997 scheme of training, this fmal proposal 
is a necessary stage in the development of an intervention to reduce student nurse distress set at an 
organisational level, see Chapter 7, and Appendix 4. 
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The thesis opens with two review chapters. Chapter 2 establishes current predominant psychological 
approaches to the nature and management of work-related stress and distress, and outlines the range of 
measurement strategies available from both transactional and relational perspectives. The current 
literatures regarding the sources of stress, effects of such exposure, and factors influencing the stress 
well-being relationship in health professionals are reviewed. Analyses of these issues are provided for 
medical students in training and on qualification, for trained nurses, for student nurses and students in 
higher education generally. The use of situational measures of work-related sources of stress, context-
free measures of affective distress, and the appropriateness of referent groups which include other 
nursing students and medical students during training and on qualification as comparative groupings (in 
terms of distress), is established in respect of Chapters 4, 5 and 6. 
Chapter 3 establishes the range of approaches to the nature and measurement of coping in general and 
work-specific domains, and details the transactional contribution to a current taxonomy of the functional 
architecture of coping. Examination of the relevance of individual difference variables such as negative 
affect and locus of control precedes an analysis of what is known regarding coping in medical students, 
trained nurses, nursing students and students in higher education generally. The factor structure of 
coping and the adaptive potential of Direct Coping for student nurses is established. In addition, both 
chapters 2 and 3 outline the possibility that internal students are likely to benefit most from a course 
promoting adaptive coping use. 
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2. Stress and distress. 
2. 1 Definitions of stress 
While the construct of "stress" has remained in current popular usage for several centuries, only in the 
past 60 years have the biological and psychosocial processes which mediate the relationship between 
stress and health been identified. Stress has been described from three broad perspectives as part of this 
recent scientific inquiry, with engineering, physiological reaction and psychological models emerging 
(Sarafmo, 1990; Cox, 1993). 
2.1.1 Engineering model. 
With stress conceptualised as an independent variable, i.e. as a stimulus or trigger, environmental 
conditions represent the source of emotional and physical tension, and the impact of various stressors 
such as life event changes, demanding jobs or harmful environmental conditions on health and 
performance have been elaborated and measured using a range of strain outcomes (Sarafmo, 1990; Cox 
& Ferguson, 1991; Cox, 1993; Kaplan, et aI., 1993; Brunner, 1997). With toxic environmental 
conditions and significant life changes shown to have considerable impact on general physical health, 
psychological well-being and work performance (Holmes & Rahe, 1967), individual susceptibility or 
vulnerability to such strain outcomes was thought to be governed by individual variation in stress 
thresholds, according to this model (Cox, 1993). 
2.1.2 Physiological Reaction Model. 
From this perspective, stress was viewed as a dependent variable, with physiological reactions arising 
from exposure to a damaging or toxic environment leading to ill-health and strain. Stress was defmed as 
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a response to environmental stimulation and was conceptualised as a non-specific, generalised pattern of 
physiological events (Kaplan, et aI., 1993). With stress, or strain sited within the individual, the stress 
reaction was investigated at "alarm" (S.A.M. activation), "resistance" (H.P.A.C. activation), and 
"exhaustion" (S.A.M. re-activation) stages of the General Adaptation Syndrome, following observation 
of generalised complaints of diffuse joint pain, digestive disorders, lack of appetite and loss of weight by 
patients (Kaplan, et aI., 1993). 
1 STRESSOR I 
1 I Hypothalamus J 
I 
Sympathetic Adrenal Adrenal Cortex 
Nervous System Medulla 
I 
J 
Neural impulses Stress hormones carried 
activate various via blood stream to 
glands and smooth relevant organs and 
muscles muscles 
1 
.M. S.A 
syst em 
FIGHT OR FLIGHT RESPONSE I 
Figure 2.1: The "Fight or Flight" Reaction, after (Atkinson, et al., 1990). 
1 
Pituitary Gland I 
H.P.A.C. 
system 
From this approach, the stress-health relationship was mediated by two neuro-endocrine systems, i.e. the 
sympathetic-adreno-medullary (S.A.M.) system, and hypothalamic-adrenal-cortical (H.P.A.C.) axis. In 
addition to corticosteroid and catecholamine secretions, fluctuations in anterior pituitary hormone levels, 
e.g. follicle stimulating hormone, luteinising hormone and prolactin, formed the stress reaction which 
underlay specific patterns of behavioural coping (Atkinson, et aI., 1990), see Figure 2.1. This 
physiological reaction model greatly clarified the psychobiological mechanisms linking stress to a range 
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of health problems, e.g. cardiovascular and ischaemic heart disease, organ changes in the form of 
duodenal ulcers, changes in renal, liver and pancreatic function, and the increased rates of infection 
arising from immuno-suppression (Steptoe, 1989). 
While both stimulus and response models had considerable evidence in their support, both contained 
serious weaknesses. A major flaw centres on the wide variation in individual reactivity and 
susceptibility to both perceive and show physical stress-related problems following exposure to identical 
stressful situations (Robbins, et al., 1991). Neither model can account for active individual attempts to 
alter and anticipate stressful situations, nor can account for the impact of cognitive re-interpretation on 
strain outcomes (Kaplan, et al., 1993). Additionally, the physiological stress reaction may not be the 
unitary phenomenon once thought (Cox, 1993). With situations requiring psychological and biological 
effort associated with adrenaline and nor-adrenaline secretion respectively, evidence of the specificity of 
the physiological stress response has been provided (Steptoe, 1991). 
The main problem with stimulus and response definitions of stress is that both stimulus and response are 
needed for an organism to experience stress, and stress may only be inferred from the co-joint 
observation of psychological or physiological arousal arising from threat appraisals. Neither stimulus 
nor response accounts of stress are entirely adequate, and both fail to account for the inter-dependency 
of relationships between environmental, cognitive, emotional and behavioural variables. 
2.1.3 Psychological Models 
The fmal perspective in the study of stress, views stress as a process which includes both stressors and 
strain. With stress arising from the dynamic relationship existing between person and environment, this 
conceptualisation represents the contemporary paradigm. While the transactional model has emphasised 
the psychological mechanisms which underpin the interaction between person and environment, 
interactional models have provided a more structural and organisational examination of factors 
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associated with reports of strain arising from specific facets of the psychosocial work setting (Cox, 
1993). 
2.1.3.1 Transactional Model. 
This transactional model has defmed stress as, "a particular relationship between the person and the 
environment which is appraised by the person as taxing or exceeding his or her resources and 
endangering his or her well-being" (Lazarus & Folkman, 1984, p19). With stress viewed as a 
continuous series of interactions, adjustments or transactions between person and environment, and 
described in terms of the cognitive processes and emotional reactions arising from person-environment 
transactions, stress has been conceptualised as an overdemand. The central construct of this model, 
cognitive appraisal, weighs perceived demand against perceived availability of individual resources 
(Lazarus, 1993; Lazarus, 1995), and following appraisal of the control opportunities present in a 
situation, the enactment of considered coping behaviour has the potential to alleviate or worsen the 
subjective impact of a situation (Folkman, 1984), see Figure 2.2. 
2.1.3.1.1 Cognition and Affect 
The nature of emotion has been the topic of considerable speculation in recent years, with the 
development of a range of theories of emotion including Darwinian, bodily reaction (e.g. James-Lang 
1890), central neural (e.g. Cannon 1929) and cognitive arousal explanations (e.g. Schacter 1964, see 
Bakal, 1979; Brewin, 1988; Edelmann, 1992; Zimbardo, 1992; Diener, et aI., 1995). The central nature 
of cognitive processes in the experience of emotion has also been emphasised by more multi-
component, self-regulatory and attributional models of affect (Leventhal & Tomarken, 1986; Brewin, 
1988; Pyszczynski, et aI., 1991), and latterly by the transactional account of emotion (Lazarus, 1993; 
Lazarus & Folkman, 1984). 
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Figure 2.2: The Transactional Account o/Stress. Coping and Adaptation. after (Lazarus & Folkman. /984) 
The multi-component transactional model of emotion includes both primary and secondary appraisal 
processes to generate affect from personally relevant situations. From a transactional perspective 
emotions are, "complex, organised states consisting of cognitive appraisals, action impulses and 
patterned somatic reactions" (Brewin, 1988, p53). Somatic, internal bodily responses are controlled by 
central structures of the autonomic nervous system including the limbic and reticular activating systems 
(Zimbardo, 1992), and biologically separate affect systems have been proposed to exist within the 
behavioural inhibition system situated in the septa-hippocampal system (Watson & Pennebaker, 1989; 
Diener, et aI., 1995). 
Components of emotion include the belief or appraisal that a particular positive or negative state of 
affairs is happening, facial expressions, and cognitive-behavioural reactions to the emotion (Atkinson, 
et aI., 1990). From this perspective, changes in emotion over time are accounted for by iterative 
processes of primary and secondary appraisal, which are influenced by both current coping attempts and 
subsequent situational re-appraisals. Threat to individual well-being is clarified by primary appraisal of 
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the benign, positive or stressful nature of a situation, with potentially stressful situations further 
appraised for their hann/loss, threat or challenge potential (Folkman, et aI., 1986a; Folkman, et aI., 
1986b; Edelmann, 1992). With secondary appraisal of the availability of coping resources preceding the 
use of a range of coping behaviours, re-appraisal of an environmental transaction may follow attempts 
to change or adapt to the difficult situation. 
2.1.3.1.2 Factors affecting appraisal 
While cognitive appraisal is important in influencing the emotional response and physiological arousal 
experienced in any particular situation, a number of personal and environmental variables generally 
considered as antecedents in the transactional model may effect the outcome of this appraisal process 
(Deary, et aI., 1996). These include generalised self-efficacy beliefs (Bandura, 1977; Goldfried & 
Robbins, 1982; Bandura, 1997), intelligence and social skills (Kasl & Rapp, 1991), the tendency to 
report negative affect in difficult situations (Parkes, 1994), and generalised cross-situational control 
expectancies (Parkes, 1988; Parkes, 1989; Parkes, 1991; Ferguson, 1993). This present review will be 
restricted to an examination of the impact of negative affect and generalised control beliefs on the 
appraisal processes. Environmental variables, including quantitative aspects of the work environment, 
social support resources available and overall workload may affect the appraisal process. The impact of 
job characteristics will be explored in more detail when considering the interactional models of work 
related stress, see section 2.1.3.2 .. 
Negative affect refers to a mood-dispositional dimension, characterised by a predisposition to report 
negative emotions such as anger, hostility and scorn, poor self-concept in the form of low self-esteem, 
and a tendency to dwell on and magnify the effects of past mistakes (Watson & Clark, 1984). Negative 
affect has been linked to a ruminative appraisal style (Watson & Clark, 1984; Pyszczynski, et aI., 1991), 
and has been described as a generalised cognitive set comprising negative interpretational and 
perceptual tendencies (Watson & Pennebaker, 1989; Burke, et aI., 1993). This appraisal and cognitive 
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style may be associated with reports of high distress, even in non-stressful situations, with "trait-
anxious" students likely to be introspective, lonely and vulnerable to the development of depression 
(Rich & Scovel, 1987). Such individuals are generally perceived as "low-reward" or "aversive" by 
their peers, and may report fewer social resources as a result (Burke, et al., 1993). Not surprisingly, 
negative affectivity has been linked to difficulties in adjustment to College life (Gallagher, 1990), and to 
reports of subjective health complaints (Watson & Pennebaker, 1989). In the worksetting, high levels of 
negative affect may affect perceptions of, and affective responses to the work environment, with high 
levels of role conflict, ambiguity, interpersonal conflict, and job dissatisfaction reported by "trait-
anxious" individuals (Spector & O'Connell, 1994). 
Negative affect has both state and trait dimensions (Burke, et aI., 1993), and a range of measures related 
to this construct may be found. These include state scales (Speilberger, et aI., 1983), trait measures 
(Beck, 1978; Speilberger, et aI., 1983; Eysenck, et al., 1985), and measure of social desirability bias 
(Crown & Marlowe, 1960). All of these measures include a large element of negative affect (Watson & 
Clark, 1984). Additionally, while transient measures of negative affect show temporal stability for three 
to four weeks, trait measures may show stability for periods in excess of ten years (Watson & Clark, 
1984). 
Locus of control is a cognitive variable, which refers to the generalised control expectancies a person 
holds entering forthcoming interactions, and which may be modified in response to situational 
interpretations (Rotter, 1966; Furnham & Steele, 1993). Individuals differ in the degree to which they 
generally attribute future control to themselves, showing internal or dispositional attributions, and the 
degree to which they attribute control to factors in the outside world, reporting external or situational 
attributions (Rotter, 1966). Individuals with an internal locus of control, tend to believe that they can 
exert control and attain self-generated goals in many situations, are likely to take responsibility for both 
their personal successes and failures. Such generalised control beliefs may influence the way a person 
appraises a situation, and may influence the course of action deemed to be appropriate in a particular 
situation. This generalised tendency to appraise events as controllable may be associated with adaptive 
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outcomes, with a dispositional lack of control contributing to feelings of learned helplessness, anxiety 
and the development of depression (Watson, 1967; Burger, 1989; Furnham & Steele, 1993). Such 
generalised expectancies may minimise uncertainty, with an increase in control leading to an increase in 
prediction, understanding and a reduction in negative affect (Burger, 1989). Moderately externality in 
stressful situations has been described as a vulnerability factor for depression (Krause, 1984), with 
externals generally reporting higher levels of distress regardless of situational characteristics (Lefcourt, 
et al., 1981). 
Internal appraisals have been associated with high levels of academic achievement (Findley & Cooper, 
1983), and greater adjustment to College (Martin & Lefcourt, 1983). Internals tend to perceive more 
alternatives at work, are more self-reliant, seek more information, are better at problem solving and 
report less anxiety than their external peers (Spector, 1982). Internals tend to show flexibility in their 
behaviour, and in situations in which they anticipate reward will attempt to assert more control. Such 
individuals are more likely to volunteer for training, show more evidence of self-training in 
informational and skill domains (Blau, 1993), are more motivated to learn materials, show high levels of 
initiative, and are more likely to deal successfully with the frustration of applying and transferring new 
skills from training to vocational settings (Tziner & Haccoun, 1991). Internals tend to show an external 
shift in their control expectancies in situations in which few rewards are available, which may be an 
adaptive strategy generally unavailable to externals (Spector, 1982). In addition, internals tend to 
perceive less role stress, report greater autonomy and control, show greater levels of job tenure (Spector, 
1988), report greater levels of satisfaction and lower levels of work related anxiety than externals 
(Spector & O'Connell, 1994). Finally, internals are more likely to believe that their personal efforts will 
lead to good performance, and that good performance will lead to reward (Vroom 1964, see Spector, 
1982). 
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2.1.3.1.3 Applying the transactional approach to the worksetting 
A recent transactional model of work stress (Cox, 1993), has detailed individual changes in cognitive 
and emotional processing which may occur within specific work settings, and has suggested that the 
experience of stress is, "associated with exposure to particular conditions of work, both physical and 
psychosocial, and the workers' realisation that they are having difficulty in coping with important 
aspects of their work situation. The experience of stress is usually accompanied by attempts to deal 
with the underlying problem (coping) and by changes in cognition, behaviour and physiological 
function" (Cox, 1993, pI8). According to this model, stress may result from three sources, from the job 
itself, from non-work or family domains, and from the interface between the two (Frone, et aI., 1995). 
The similarities between this model (Cox, 1993) and the transactional model of (Lazarus & Folkman, 
1984) have been noted recently. Both models contain antecedent, process and outcome variables 
(Deary, et aI., 1996), and the relationship between antecedent variables of personality, situational 
demands and physical/psychological outcomes are mediated by variables of appraisal and coping. The 
fit of a person to a work environment may be therefore described in these transactional terms (Cooper & 
Baglioni, 1988). In addition, the description of the psycho-social work environment via identification of 
specific perceived work stressors may have some advantage over the collection of more global measures 
of work stress proposed by more structural approaches to the study of work-related quality of life 
(Dewe, 1991 b). 
2.1.3.2 Interactional models olstress in the worksetting. 
Investigations of work-related stress have examined characteristics of the work situation using stress-
strain, models of stress and coping, rather than the transactional approach (Payne & Firth-Cozens, 
1987), and generally defme work strain in terms of, "the adverse reactions of the individual to an 
environmental event or stressor" (Beehr & O'Hara, 1987, p79). From this interactional perspective the 
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main stressors of interest in the work setting have been the psychosocial characteristics of the 
employees' perceived work environment, and a range of models which differ in the emphasis accorded 
to either individual or organisational determinants of work-related strain have been developed. 
There have been a range of models of occupational stress proposed in recent years, from the general 
work stress health model, or "Michigan model" (House, 1981; Israel, et aI., 1992), to more 
environmentally focused models emphasising a critical balance between demand and control (Karasek, 
1979). Further amendments to the job-demand, job-control model have been proposed (Karasek & 
Theorell, 1990), and models proposing additional variables of interest may be found (Warr, 1990b; 
Barnett, et aI., 1991; Marshall & Barnett, 1993; Warr, 1994; Siegrist, 1996). Additionally, an 
integrative model of work stress in health professionals which can incorporate both transactional and 
interactional perspectives has emerged (Schaefer & Moos, 1993b). 
2.1.3.2.1 Michigan Model (House, 1981; Israel, et al., 1992) 
The Michigan model has been highly influential in directing the study of work-related stress and distress 
across a range of professional groupings and worksettings. This model has proposed the mechanisms or 
processes by which objective features of the work environment have an impact on perceptions of the 
work setting, and short-term/longer term outcomes at affective, cognitive, behavioural and physiological 
levels (parkes, 1994). Objective environmental stressors have their longer term impact transmitted by 
stress perceptions and initial reactions, and the relationships between all of these variables may be 
influenced directly or indirectly by a range of demographic, personality, coping, and behavioural factors 
including skills and abilities (Parkes, 1990; Parkes, 1991; Parkes & Von Rabenau, 1993; Parkes, 1994), 
see Figure 2.3. 
A number of types of variable may be measured, according to this model, i.e. objective work conditions, 
perceptions of stress, job-related strain in the form of job-dissatisfaction and turnover intention, 
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individual strain in the form of anxiety, depression and physical illness, and individual personality 
variables. Environmental conditions which may make strain more likely include, "role overload', "role 
conflicf' and "ambiguity", "underutilisation o/skills" and poor "interpersonal work relations" (Burke, et 
aI., 1993). 
According to this model individual characteristics or traits may protect or increase the vulnerability of a 
worker in a high stress situation. Alternatively, a more interactive relationship between traits and 
environmental characteristics may exist with the "health consequence" hypothesis suggesting that 
incongruence between individual capacity and environmental demands may be associated with the 
impairment of physiological and psychological well-being (Rizzo, et aI., 1970; Coburn, 1975; Jamal, 
1984; Bussing, 1992; Speilberger & Reheiser, 1994; Speilberger & Reheiser, 1995). This version of an 
interactional model, which views stress as arising from the existence of problematic person-environment 
interactions, gained favour following fmdings that interactions between person and environmental 
variables contributed additional variance to the prediction of job-related distress over and above additive 
constituent main effects (French, et aI., 1982; Chemers, et aI., 1985). 
While the "Michigan model" has been highly influential in recent years, there has been some criticism 
of such interactional models. The similarity of this model with other interactionist models of work-
related stress, e.g. (Cox, 1993), the general complexity of the model, the lack of focus on important 
environmental factors such as decision latitude (Karasek & Theorell, 1990), and the model's failure to 
account for the adaptive impact of cognitive or behavioural coping on job-worker congruence (Siegrist, 
1996) have been highlighted. Finally, while relations between such variables may be tested by complex 
path diagrams or structural equation models, to date no study has tested the entire model simultaneously. 
21 
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Figure 2.3: The Michigan Model of Occupational Stress. after (Howe. 1981; Israel. et al .. 1992). 
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2.1.3.2.2 Job Demand x Job Decision Latitude Theory (Karasek, 1979) 
The Demand-Decision Latitude perspective has offered a two dimensional model of work-related stress 
which combines the "Michigan model" life-style approach with the decision latitude research tradition 
(Barnett, et al., 1991; Jonge, et aI., 1996; Verhoeven, 1997). From this perspective, job-related strain 
arises from the interaction between environmental characteristics of psychological demand, and task 
control features of the work setting. Mental strain and job dissatisfaction are most likely to be reported 
in situations characterised by reports of high demand and low decision latitude, i.e. the ''relative excess 
of demand" (Karasek, 1979). Four different types of job exist given the combination of these 
"objective" features of the psychosocial work environment, see Figure 2.4. 
The strain mechanism (A) results from a divergence, or lack of balance, between levels of demand and 
control, with "low strain" jobs representing the less toxic end of the strain continuum (Karasek, 1979; 
Karasek & Theorell, 1990). The "relative excess" of demand is associated with outcomes such as 
exhaustion, psychosomatic complaints, absenteeism, and increases in cardiovascular risk factors and 
disease expression in the longer term (Jonge, et al., 1996). The congruence between demand and 
control forms the learning mechanism (B). This may have an impact o~ worker well-being, with active 
congruence associated with high levels of motivation, job challenge, learning, job involvement and job 
satisfaction (Jonge, et at., 1996). The job-demand, job-control model has been extended recently to 
include social support, representing the impact of social resources at work (Karasek & Theorell, 1990). 
This followed the lack of demand x control interactions in the predicted direction for mental health 
outcomes (Parkes, et at., 1994). High demand, low control, low support work conditions have been 
labelled the iso-strain (or isolation-strain) condition (Theorell, 1989). 
Decision 
Latitude 
(Control) 
HIGH 
LOW 
Psychological Demands 
LOW 
Low strain Active 
... 
Passive High-strain 
Figure 2.4: The Psychological Demand/Decision Latitude Model, after (Karasek & Theorell, /990). 
B 
Learning motivation 
to develop new 
behaviour patterns 
Risk of psychological 
strain and physical 
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A 
While evidence in support of the "relative excess" hypothesis has been presented for both self-report 
and more objective physiological endocrine and immunological indices (Karasek, 1979; Theorell, 1989; 
Karasek & Theorell, 1990), several criticisms of the demand-control model have been made recently 
(Warr, 1990b; Barnett, et aI., 1991; Marshall & Barnett, 1993; Warr, 1994; Siegrist, 1996). The demand 
x control interactions predicted by this model assume linear relations between variables which may not 
always be apparent (Jonge, et aI., 1996), i.e. job characteristics are unlikely to have a linear relationship 
with mental health (Warr, 1987; Warr, 1994). Additionally, variables other than control may interact 
with demand to influence job-related satisfaction and health outcomes. For example, psycho-social 
reward is important in predicting such outcomes, particularly with health service workers (Barnett, et aI., 
1991; Marshall & Barnett, 1993), and "effort-reward' imbalance discrepancies arising from the 
interaction between individual coping styles, work demands/pressures and organisational reward 
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structures have also been linked to autonomic nervous system activation and levels of distress (Siegrist 
& Matschinger, 1989; Siegrist, 1996). 
2.1.3.2.3 Other models 
A fmal integrative model of work stress deserves inclusion (Schaefer & Moos, 1993b), see Figure 2.5. 
Schaefer and Moos, (l993b) have outlined an integrative model of work stress set in a health care 
context, drawing on human relations, socio-technical and information processing research traditions. A 
range of studies adopting transactional and interactional approaches have been provided to illustrate 
each stage of the model (Dewe, 1993a; Parkes & Von Rabenau, 1993; Revicki, et aI., 1993; Reynolds, 
et aI., 1993; Shinn, et aI., 1993). The importance of interpersonal (1) and organisational (2) 
contributions to the perception of work-based stressors (3), the role of mediational coping processes (4) 
leading to staff and patient outcomes (5) comprise the range of variables which may be measured 
according to this model. The model continues to be used to predict occupational distress in health 
service settings (Schaefer & Moos, 1996; Kennedy & Grey, 1997; Kyrouz & Humpreys, 1997). This 
model will direct the literature review focusing on stress in health professionals. 
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Figure 2.5: Theoretical Model o/Work Stresson in Health Care and Social Service Settings, after (Schaefer & Moos, 1993b). 
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2.1.3.3 Definitions of distress. 
2.1.3.3.1 Transactional framework 
Most individuals have at some point in time felt overwhelmed in a situation, and have experienced the 
subjective symptoms of distress. Distress can be defmed within the transactional framework as, "too 
much or too little arousal resulting in harm to mind or body" (Schafer, 1992, pI4), and accordingly, 
demands only become distressing and potentially harmful when they are perceived as such. Distress, 
therefore, is a feature of the situation and the transactions that have occurred. Symptoms of distress 
may be felt at an emotional level, with a person reporting feelings of anxiety, depression, anger, fear, 
frustration and sadness, as suggested by Brewin, (1988), see section 2.1.3.1.1 •. Distress may also induce 
cognitive deficits, and incur information processing and decision making consequences (Broadbent, et 
aI., 1982). Somatic symptoms associated with sympathetic autonomic arousal may be experienced 
(Sarafmo, 1990), and behaviour may be affected directly as a result of this increased physical tension, or 
indirectly via attempts to reduce mental and physical strain (Schafer, 1992). 
Distress may also be thought of as a consequence of psycho-physiological arousal. Distress can occur at 
low levels of arousal or motivation, with no effort, and at high levels of arousal and motivation, with 
effort (Frankenhauser, (1986), see Sarafmo, (1990». An inverted U shaped function between work 
performance and arousaVmotivation, representing the Yerkes-Dodson Law, see (Zimbardo, 1992), has 
been widely reported with both over-load and under-load leading to distress (Coburn, 1975; Parkes, 
1987). Distress may also be defmed from a dispositional rather than a situational standpoint, with traits 
such as defensive pessimism (Cantor & Norem, 1989), trait anxiety (Speilberger, et al., 1983), and the 
tendency to respond to difficult situations with negative affect (Watson & Clark, 1984; Watson & 
Pennebaker, 1989; Parkes, 1990; Burke, et aI., 1993; Spector & O'Connell, 1994) likely to predispose an 
individual to experiencing distress. 
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2.1.3.3.2 Interactional framework 
Job-related distress arising from an incongruence between person and environment, or from a relative 
excess of demand, has been operationalised in subjective terms such as job dissatisfaction (Warr, et aI., 
1979; Price, 1981; Bussing, 1992; Blegen, 1993; Decker, 1997), job-related affect (Warr, et aI., 1979; 
Warr, 1990a; Sevastos, et aI., 1992; Warr, 1994), and burnout (Maslach & Jackson, 1981; Firth, et aI., 
1986; Jackson, et aI., 1986; Firth & Britton, 1989; Thompson, 1992; Constantini, et aI., 1997; Kantas & 
Vassilaki, 1997). The impact of job-related distress may also be quantified in more objective, 
organisational terms such as absenteeism, actual turnover (Parker, 1983; DeCotiis & Summers, 1987), 
and measures of objective performance arising from burnout (Keijsers, et aI., 1995). These concepts 
will be elaborated further, shortly. 
1.1.3.4 Measurement of occupational stress and distress 
A range of methods of measuring occupational stress and distress are available, and these are closely 
linked to the conceptual framework adopted by a study, and the level of specificity at which 
measurement is required. Sources of occupational stress and their impact on well-being and job morale 
may be measured at both subjective and objective levels. Measurement of the subjective work 
environment may be carried out measuring situational stressors, global work environment stressors, and 
more facet-specific sources of stress. Objective measurement of the impact of the work environment 
may contrast such effects between job grade, department and salary levels, examine performance 
measures provided by supervisors, and measure objective indices of productivity or non-reactive 
archival measures of sickness and absence. 
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2.1.3.4.1 Measurement of the subjective work environment 
A worker's perception of the demands presented in an occupational setting is generally more predictive 
of work-related distress than more objective features of the work situation (Cox, 1993; Marsella, 1994), 
and as a result the valid measurement of the subjective work environment has assumed some importance 
in the emergent discipline of occupational health psychology. The subjective work environment has 
been measured examining situational stressors (Ehrenfeld, 1990; Beck & Srivastava, 1991; Cushway, 
1992; Dewe, 1993a; Deary, et aI., 1996), stressors arising from the wider psychosocial work 
environment (Karasek, 1979; Parkes, 1989; Parkes, 1990; Karasek & Theorell, 1990; longe, et aI., 
1996), and stress arising from specific facets of the work environment (Jackson, 1983; Fletcher, 1988; 
Sauter, et aI., 1990; Baker, et aI., 1992; Speilberger & Reheiser, 1995). 
2.1.3.4.2 Job-related versus context-free measures of affective well-being 
The subjective work environment can be a source of health and well-being, or a source of distress 
(Warr, 1987), and a person's emotional reaction to the demands present in a work setting may result 
from the interaction of many factors, including personal, biological, psychological and social resources, 
and a range of individual difference variables. While it has been suggested that specific work-related 
measures of distress be used to investigate the link between environmental exposure and disease 
outcome in an occupational setting (Kasl, 1987), the investigation of "felt distress" in such settings has 
been measured using both job-specific and context-free measures of affective well-being. 
Job-related satisfaction has generally been represented as a pleasure-displeasure reaction to specific 
facets of the worksetting. This emotional reaction has been associated positively with the intention to 
remain in a job, and negatively with turnover intention (Price & Mueller, 1981). Workers reporting high 
levels of stress tend to show high levels of job dissatisfaction (Blegen, 1993), which may be related to 
decrements in job performance and work commitment, and to increases in absenteeism and turnover 
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(Hendrix, et aI., 1987). However, while a large literature on job satisfaction/dissatisfaction exists, the 
validity of measuring job satisfaction as a un i-dimensional phenomenon has been criticised, and a 
measure of job-related emotion reflecting the circumplex nature of affect (Russell, 1980; Feldman, 
1995), targeting additional dimensions of "anxiety-contentment" and "depression-enthusiasm" has been 
developed (Warr, 1990a), see Figure 2.6. However, support for the construct validity of this two factor 
measure of work-related affect remains to be demonstrated at a confirmatory level (Sevastos, et aI., 
1992). In addition, a dynamic process model of job satisfaction has been proposed detailing a range of 
satisfaction/dissatisfaction states (Bussing, 1992). 
A further approach to the study and measurement of job-related distress has been to examine the 
distress, or burnout resulting from occupational stress or job dissatisfaction which has led to changes in 
performance and involvement at work (Jackson, et aI., 1986; Firth & Britton, 1989). Burnout has been 
described as the endpoint of a job-related coping process (O'Henley, et aI., 1997), as a complex of 
psychological strain arising from the stress of responding to the needs of others (Firth, et aI., 1986), and 
as a cognitive and behavioural response conferring protection to the worker in ongoing stressful 
situations (Keijsers, et aI., 1995). 
Burnout, occurs in highly involving "people-related" jobs, and is characterised by symptoms of 
"emotional exhaustion", "depersonalisation" and feelings of low ''personal accomplishment" (Jackson, 
et aI., 1986). The complex of "burnout" represents a "cyclical phenomenon of deterioration" 
(Thompson, 1992), by which workers show a lack of concern for their clients, become cynical and 
callous (Maslach & Jackson, 1981; Firth, et aI., 1986), and may show symptoms of headache, sleep 
disorder, fatigue, apathy, cynicism and detachment (Constantini, et al., 1997). Additionally, this 
phenomenon has been associated with personal discouragement about work, avoidance of problems, 
decisions and changes, and may share some overlap with the concept of ''professional depression" 
(Firth, et aI., 1986). Various developmental models of burnout have also been proposed and tested 
(Schauf eli, et aI., 1996), with job stress leading to "emotional exhaustion", which in turn leads to 
"depersonalisation" (Keijsers, et aI., 1995). 
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Context-free measures of affective distress have remained central to the study of occupational distress as 
the more traditional work specific measures may have differing structures for different occupational 
groupings (Dewe, 1989; Harris, 1995), and because such measures may not adequately target all 
dimensions of affective well-being (Warr, 1990a; Warr, 1994). Since it is clear that distress may arise 
from work, home or the interface sources and their relative contribution may be difficult to disentangle 
(Cox, 1993), distress in the work setting continues to be examined using context-free measures of 
distress (Banks, et aI., 1980; Parkes, 1990). 
(2a) Anxious (3b) Actively pleased 
(l a) Discontented 
(lb) Contented 
(3a) Depressed 
Figure 2.6: The Circumplex Nature of Affect With Three Principal Measurement Axes of Affective Well-Being. 
after (Warr. 1987 p 41). 
Affective well-being has a number of dimensions, which may not be represented adequately by specific 
measures of job-related distress, such as job dissatisfaction. Measurement of the "contented-
discontented" dimension of context-free affective well-being with measures such as the broad band 
General Health Questionnaire 30 version (Goldberg, 1978), the "anxious-comfortable" dimension with 
measures such as the STAI (Speilberger, et aI., 1983), and the "depressed-actively pleased" dimension 
with the Beck Depression Inventory (Beck, 1978) are all possible, see Figure 2.6. The use of a single 
measure to assess such a multi-dimensional construct may pose a threat to the construct validity of a 
study (Beehr & O'Hara, 1987). 
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2.1.3.4.3 Objective measurement of occupational stress and distress 
While a major methodological debate in the study of work-related stress has centred on the relative 
value of objective versus subjective measurement strategies, the value of combining multi-method 
measurement protocols, e.g. using self-report and unobtrusive measures to improve the methodological 
robustness and strengthen the design of studies targeting occupational well-being, has been suggested 
(Bailey & Bhagat, 1987; Cox, 1993). 
Measurement of the influence of objective structural variables, such as the size of an organisation 
(Rump, 1979) and occupational grade (Parkes & Von Rabenau, 1993) on self-reports of the 
psychosocial work environment has been undertaken. The impact of work-related stressors at an 
individual and more global levels on the performance of workers may be evaluated using the reports of 
co-workers and supervisors, although such measures may be difficult to obtain (Barone, 1995). Job-
related distress may be inferred in more organisational terms such as low productivity, low morale, low 
organisational commitment, high absenteeism, low creativity, increases in turnover intention (Price & 
Mueller, 1981; Jamal, 1984; DeCotiis & Summers, 1987; Hendrix, et aI., 1987; Prestholdt, et aI., 1987; 
Bycio, 1992; Marsella, 1994; O'Henley, et aI., 1997), and reduced objective performance levels 
(Keijsers, et aI., 1995). However, while such reactions, resulting from a lack of person-environment 
congruence, may be moderated by personality variables, such as locus of control (Spector, 1982; Parker, 
1983; DeCotiis & Summers, 1987; Hurrell & Murphy, 1991), with stress arising from the cognitive and 
emotional processing of an individual then valid measure of the work-related stress and distress may 
have to rely heavily on self-report material (Turk & Kerns, 1985). 
The value of physiological measures in the study of occupational stress has been established, with such 
measures generally described as objective and trustworthy. However, measures of the objective work 
environment tend to correlate modestly with physiological measures, and measures of the subjective 
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work environment tend not to correlate with physiological measures (Schonfeld, 1992). Practical 
difficulties are common in the use or collection of physiological data, and such measures may be 
unreliable if confounds such as diurnal variation, and other factors such as body weight, physical 
activity, smoking and caffeine intake are not controlled for (Bailey & Bhagat, 1987; Warr, 1987; Freid, 
1988). Studies employing physiological measurement may experience high levels of participant 
resistance and drop out (Freid, 1988), which may adversely affect the internal and external validity of an 
intervention targeting changes in affective well-being. 
While self-report data may be potentially reactive to environmental chararacterstics such as demand 
characteristics, social desirability and other forms of evaluation apprehension (Palinkas, 1985; Turk & 
Kerns, 1985), self report may be the only valid assessment procedure when studying the affective 
reactions of individuals (Karoly, 1985). Such self-report data may be augmented by more objective 
material gathered from archival, non-reactive sources, and physiological data may also be collected. 
However, the reliability of physiological measures and biochemical assays have been questioned in 
certain circumstances, and the practical and conceptual difficulties of using objective measurement in a 
study of the affective well-being of individuals in a worksetting underpinned by the transactional model 
may preclude their use (Frese & Zapf, 1988). Additionally, self-report methods may represent the best 
strategy available to provide insight into cognitive-affective function, and may provide new insights into 
issues which may be unavailable through other methods of inquiry (Turk & Kerns, 1985). Furthermore, 
if the defming feature of "objective measurement" is the independence of such data from cognitive-
emotional processes, then objective measurement of work-related affective distress may represent a 
contradiction in terms at some level. 
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2.2 Models of stress detailing intervention points in the stress 
process in an occupational setting 
Worksite stress management interventions have been defined as, "any activity program or opportunity 
initiated by an organisation which focuses on reducing the presence of work related stressors or on 
assisting individuals to mimimise the negative outcomes of exposure to these stressors" (Ivancevich, et 
aI., 1990, p252). With such interventions constituting a form of health promotion, worksite based stress 
management interventions must target some point in the stress process, and transactional models such as 
(Lazarus & Folkman, 1984; Cox, 1993; Lazarus, 1995) are of use in designing the informational and 
skill acquisition content of such programmes. However workbased stress management interventions 
may intervene not only at the intra-individual level, but also at the group and organisational level. A 
conceptual framework to guide the design and evaluation strategies of a stress management intervention 
at the inter-individual level and beyond is therefore needed. 
A recent Institute of Medicine's report in the U.S. has concluded that the work setting accounts for a 
major proportion of the stress experienced by workers, and that work stress has a direct impact on well-
being (DeFrank & Cooper, 1987). DeFrank and Cooper (1987) have suggested that there are several 
levels of stress management intervention and outcome to be considered in the design of such a 
programme, and that these levels are not independent of each other. Ivancevich, et aI., (1990) have 
further developed this inter-individual framework and have offered a model of stress management 
intervention that provides a series of intervention points in the stress process, see Figure 2.7. This 
details the possible type and level of intervention, and the potential level and range of outcome 
measures, see Figure 2.8. Interventions and outcomes set at individual, organisational and interface 
levels are all possible. This framework can also account for the impact of extra-organisational stressors 
in the development of distress by a person in an occupational setting. 
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Figure 2.7: Worksite Stress Management Intervention Framework (after Ivancevich. et al .. 1990). p253). 
According to Ivancevich, et aI., (1990) a work site stress management intervention can target and 
attempt to; 
(1) Reduce the intensity or number of situational stressors faced by the individual; 
(2) To help the individual modify their appraisal of potentially stressful situations; 
(3) To help the individual cope more effectively with the consequences of stress. 
Stress management interventions with these targets can focus the intervention and measure outcome at 
the level of the individual, the organisation, or the interface between the two (Ivancevich & Matteson, 
1988), see Figure 2.8. 
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TARGETS OF STRESS 
MANAGEMENT 
INTERVENTION 
Situational stressors 
(1) 
Cognitive appraisal of 
stressors 
(2) 
Coping strategies 
(3) 
TYPES OF 
INTERVENTION 
INDIVIDUAL 
- Meditation 
- Exercise 
- Relaxation 
- Cognitive approaches 
- Goal setting 
- Time management 
ORGANISATIONAL 
- Organisational structure 
- Job design 
- Selection and placement 
- Working conditions 
- Training and development 
INDIVIDUAUORGANISATIONAL 
INTERFACE 
- Job demands/person fit 
- Participation 
-Autonomy 
- Co-worker relation~iI!s 
OUTCOMES 
INDIVIDUAL 
- Blood pressure, heart rate, 
catecholarnines 
- Quality of Life 
- Anxiety, depression 
- Psychosomatic complaints 
ORGANISATIONAL 
- Productivity 
- Turnover 
- Absenteeism 
- Accidents 
- Health care costs 
INDIVIDUAL/ORGANISATIONAL 
INTERFACE 
- Job performance 
- Job satisfaction 
- Burnout 
- Health care utilisatkln 
Figure 2.8: Stress Management Interventions: Targets. Types and Outcomes. after (Ivancevich. et al .. 1990. 
p254). 
2.3 What is known about sources of stress and levels of 
distress in health professionals 
There is a large literature dealing with the effects of occupational stressors on health service personnel 
in the UK. Health professionals witness many stressors which may never be experienced by other 
professionals (Rees & Cooper, 1992), and perhaps as a result suffer high levels of "distress" (Firth, 
1986) and "burnout" (Maslach & Jackson, 1981; Thompson, 1992; Deary, et aI., 1996). In particular, 
the extremely high levels of distress experienced by student and recently qualified medical practitioners 
in such settings, i.e. (Firth, 1986; Firth-Cozens, 1987) may defme such groups as a "bench mark" 
against which to compare the affective well-being other health professionals. 
36 
The range of studies exploring the stress and distress reported by medical students, recently qualified 
doctors, trained nurses and student nurses have adopted the full range of potential theoretical 
approaches. In view of this, the focus of the following literature review comparing sources of stress, 
levels of distress and influences on the stress-well-being relationship between these groups will be 
directed initially by the transactional model. The review will examine antecedents variables, i.e. person 
and environmental variables, and explore their relation with outcome measures set at psychological, 
physical and somatic levels. Consideration of the impact of the psychosocial work environment 
antecedents, staff/patient outcomes, and a range of objective antecedent and outcome variables, as 
detailed by (Schaefer & Moos, 1993b), will also be included where possible. The mediational role of 
coping in the stress-outcome relationship will be examined in Chapter 3 for each of these groups. 
2.3.1 Medical students, and recently qualified doctors 
The sources of stress and levels of "strain" perceived by physicians and medical students have been 
studied in some detail (Firth-Cozens, 1987; Scheiber, 1987). The present discussion will be confined to 
the review of studies targeting medical students and recently qualified doctors, while recognising that 
other groupings within the medical profession have been studied extensively, e.g. (Margison, 1987; 
Payne, 1987; Porter, et aI., 1987; Caplan, 1994; Firth-Cozens, 1994; Agius, et aI., 1996; Deary, et aI., 
1996). 
2.3.1.1 Sources olstress 
While most studies of occupational stress within the medical profession have relied heavily on self-
report or subjective reports of work conditions and job-related affect, objective conditions of the 
environment such as long working hours have long been cited as sources of stress for junior doctors 
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(Friedman, et aI., 1973; Firth-Cozens, 1987; Revicki, et aI., 1993; Firth-Cozens, 1994; Deary, et aI., 
1996). 
Studies examining situational sources of stress have produced lists of stressful facets of the job, and 
have detailed associated emotional reaction (Firth-Cozens, 1987). Generally, medical students perceive 
sources of stress related to "academic" aspects of their course which may be changed (Notman, et aI., 
1984; Bramness, et aI., 1991; Wolf, et aI., 1998), alongside "clinical" elements of their training, 
perceived as less amenable to change (Alexander, et aI., 1972; Bjorksten, et aI., 1983; Firth, 1986; 
Moore-West, et aI., 1989). Studies examining wider psychosocial elements of the work-environment 
have identified issues such as "curriculum overload" and "conflict between curriculum and future roles" 
(Moore-West, et aI., 1989). Studies identifying imbalances between job characteristics such as demand 
and control have rarely been carried out with medical students, although the impact of task role clarity 
in reducing situational sources of job-related stress were most apparent in low support situations for 
medical residents (Revicki, 1993). 
2.3.1.2 Effects of stress 
The impact of demanding academic and clinical sources of stress have been examined in some detail 
with medical students. Firth, (1986) found that 31.2% of fourth year medical students were suffering 
significant emotional disturbance, compared with 25% of medical students judged to require psychiatric 
intervention in an earlier study (Lloyd & Gartrell, 1984). With the negative impact of stress arising 
from "academic", ''persona'' and "emotionaf' domains on academic performance identified (Blumberg 
& Flaherty, 1985), affective distress may be predicted by feelings of isolation, the impersonal response 
of school, and an extended training (Bramness, et aI., 1991). In addition, exposure to academic sources 
of stress, such as the examination has been linked to immuno-suppression, and increases in minor 
ailments for medical students (Kiecolt-Glaser, et aI., 1986). 
38 
While training to be a doctor may be associated with significant levels of distress, threats to the affective 
well-being of junior house officers in their post-qualification period have been associated with reliably 
greater levels of distress, than those reported as students (Firth, 1986). Firth-Cozens (1987) has 
described the effects of stress on junior house officers in their first postgraduate year, using context-free 
measures of affective distress. While some 50% of her sample were suffering significant emotional 
distress, and 28% were suffering from depression, 39% of junior house officers reported high levels of 
satisfaction with their role (Firth-Cozens, 1987). 
2.3.1.3 Factors influencing the stress well-being relationship 
A range of factors may have an influence on the relationship between stress and well-being of medical 
students, these include, personality (Alexander, et a1. 1972; Firth-Cozens, 1992), stage in training 
(Bjorksten, et aI., 1983; Vitaliano, et aI., 1988; Vitaliano, et aI., 1989a; Vitaliano, et aI., 1989b), type of 
course (Moore-West, et aI., 1989), and gender (Bjorksten, et aI., 1983; Notman, et aI., 1984; Bramness, 
et aI., 1991; Wolf, et aI., 1998). 
The moderating role of personality on the relationship between "academic", "clinical" stressors and 
mental health outcomes has been elaborated using retrospective self-report measures (Alexander, et aI., 
1972). "Introvert' students tend to suffer significantly more anxiety than "extravert' colleagues, and 
were more likely to report difficulties in relationship formation with patients. With junior house 
officers, self-criticism and retrospective reports of a difficult early relationship with "father" has also 
been shown to predict self-reports of distress (Firth-Cozens, 1992). 
The differential impact of training on the affective well-being of students at different points in their 
course has been highlighted (Bjorksten, et aI., 1983; Vitaliano, et aI., 1988; Vitaliano, et aI., 1989a; 
Vitaliano, et aI., 1989b). Medical student worries tend to be more intense at the beginning and the end 
of the course, and less intense stress in years two and three (Bjorksten, et aI., 1983). Furthermore, 
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medical students tend to report experiencing anxiety at the beginning of their clinical training, with 78% 
of third year students reporting significant levels of anxiety before their first meeting with patients. 
Increases in affective distress reported by medical students have been related to impending academic 
demands in the form of examinations (V italiano, et aI., 1988). While, the positive mood of medical 
students has been shown to decrease over four years of training (Wolf, et al., 1998), students later in 
training may be less likely to report somatic symptoms of anxiety (Bramness, et al., 1991). 
The type of course a student has chosen may have some bearing on the distress reported. With students 
given the choice between a traditional curriculum and one with a primary health care, problem-based 
learning approach, those enrolled on the student-centred problem-based course reported significantly 
lower distress in the first two years of the three year course (Moore-West, et aI., 1989). Finally, a 
number of gender differences regarding the impact of medical training on students have shown female 
medical students likely to report significantly more problems than male counterparts (Bjorksten, et aI., 
1983). Males tend to report more loneliness than females, while female students tend to experience 
more negative affect, role conflict and psychiatric symptoms (Wolf, et al., 1998). 
2.3.2 Trained nurses 
Occupational stress may occur at a number of levels in nursing, i.e. at the personal, patient, unit or 
institutional levels (Cohen-Mansfied, 1989), and studies exploring all levels of this phenomenon may be 
found. Situational sources of stress have been described following the production of a series of 
questionnaires for a range of general and specialist groups of nurses. Additionally, measures tapping 
more global work environment SOurces of stress have been applied across such groups, or have been 
developed specifically for use with particular nursing specialties. Differences in both situational and 
global stressors between units, and institutions have been examined. In addition, the "strain" produced 
by such work-related sources of stress from situational or more global sources has been specified across 
40 
groups of health professionals (Revicki, et aI., 1991), and between worksettings for trained nurses 
(Jonge, et aI., 1996). 
2.3.2.1 Sources of stress 
One of the earliest measures of situational sources of stress perceived by medical nurses, demonstrating 
some psychometric adequacy, focused on the frequency of difficult situations reported (Gray-Toft & 
Anderson, 1981). The structure of this measure included, social environmental factors of, "death and 
dying', "conflict with physicians", "inadequate preparation", "lack of staff support', "conflict with 
other nurses", and physical factors of, "workload', "uncertainty regarding treatment'. Following this 
other measures have been developed showing similar factor structures, e.g. (Swiercz, (1983) see Coffey, 
et aI., 1988; Hingley & Cooper, 1986; Motowidlo, et aI., 1986; Parasuraman & Hansen, 1987; Hipwell, 
et aI., 1989; Guppy & Gutteridge, 1991; Dewe, 1993a; Schaefer & Moos, 1993a). Situational sources of 
stress have been outlined for more specialised groups of nurses, i.e. hospital and community psychiatric 
nurses (Carson, et aI., 1995; Keijsers, et ai. 1995; Cushway & Tyler, 1996) specialist cancer nurses 
(Ehrenfeld & Cheifetz, 1990; Wilkenson, 1994), and intensive care nurses (Landeeweerd & Boumans, 
1988; Mallett, et aI., 1991; McKerron, 1991; Jamal & Baba, 1992; Keijsers, et aI., 1995). 
Other more global scales of the psychosocial work environment have been developed for use with 
nurses generally (Marshall & Barnett, 1993). In addition, studies have used generic measures such as 
the Work Environment Scale developed by Moos, (1986), to tap the work environment reported 
between specific groups of trained nurses from a demand-capacity perspective (see Baker, et aI., 1992; 
Rees & Cooper, 1992; Thomas, 1992; Carlisle, et aI., 1994). Sources arising from the home-work 
interface (Rees & Cooper, 1992), and their additive contribution alongwith work-related sources of 
stress to the prediction of job-related dissatisfaction have been noted (Rees & Cooper, 1992; Decker, 
1997). From the job-demand, job-control perspective, the psychosocial environment perceived by 
trained nurses and nursing assistants may differ with trained nurses more likely to report working in an 
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"active" job characterised by medium levels of demand and discretion. Nursing assistants are more 
likely to report "high strain" conditions of high demand and low control (Karasek & Theorell, 1990). 
With such contrasts between perceived working environments likely to reflect between-group status 
differences, this lack of control reported by nursing assistants may explain the extreme and currently 
unsurpassed levels of distress seen, i.e. GHQ 30 x= 66.7 (s.d. 16.6) (Jackson, 1983). 
2.3.2.2 Effects of stress 
The effects of working in a stressful work environment have been measured using job-related and 
context-free indices of affective well-being, and examining performance at individual or supervisor 
levels, and between grades, units and types of nurse. The adaptive or less than helpful coping 
behaviours adopted in response to occupational exposure will be examined in Chapter 3. 
Job-related affective well-being in the form of job satisfaction in nurses may reflect the interaction 
between person and work setting, with the majority of nurses showing "resigned satisfaction" and 
reducing or reframing their expectations in a positive light (Bussing, 1992). Job satisfaction has been 
shown to relate negatively to perceived stress (Blegen, 1993), and unit tenure (Blegen, 1993; Decker, 
1997), with longer periods of time spent on a unit associated with lower levels of satisfaction. 
Additionally, the association of job dissatisfaction with low levels of "tasK', "resource" and 
"environment' control (McLaney & Hurrell, 1988), and with increasing levels of burnout has been 
noted (Firth & Britton, 1989). Specific measures of satisfaction and dissatisfaction have been produced 
for use with psychiatric nurses (Rump, 1979; Bussing, 1992). Additionally, a uni-dimensional measure 
of job-related strain has been produced (Revicki, et at, 1991), and applied across a range of health 
professionals (Revicki, et at, 1993). 
A range of studies have used a general measure of burnout, i.e. (Maslach & Jackson, 1981), as an 
outcome variable, e.g. (Shinn, et ai., 1984; McCarthy, 1985; Firth, et ai., 1986; Randolph, et ai., 1986; 
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Ceslowitz, 1989; Firth & Britton, 1989; Mallett, et aI., 1991; Thompson, 1992; Freedy & Hobfoll, 1994; 
Keijsers, et ai., 1995). In addition, specific measures of burnout have been developed, with 
"professional depression", "lack of personal accomplishment', "emotional draining", "avoidance of 
problems", and "awareness of emotional hardening towards others" dimensions apparent (Firth, et aI., 
1986). Feelings of "professional depression" have been reported in situations characterised by low 
levels of "perceived support", and high levels of "role ambiguity", particularly in long stay settings. 
Burnout may also result from a lack of critical resources in the form of social support, and low control 
beliefs (Freedy & Hobfoll, 1994). While burnout may be associated with both situational and global 
sources of stress, "emotional exhaustion" and "depersonalisation" may predict high levels of sickness 
and turnover, and nurses who become hardened towards their clients may be most likely to leave the 
profession (Firth & Britton, 1989). 
The effects of stressful working conditions have been described in a range of studies using context-free 
measures of affect (Rees & Cooper, 1992; Tyler & Cushway, 1992; Tyler & Ellison, 1994). Mental 
health outcomes such as State and Trait anxiety (Speilberger, et aI., 1983) and the Beck Depression 
Inventory (Beck, 1978), have been used to measure the affective distress experienced from 
occupational and interface sources of stress. Many such studies reveal levels of affective distress at 
normative levels (Jackson, 1983; Murphy, 1983; von Baeyer & Krause, 1983-84; West, et aI., 1984; 
Michie & Ridout, 1990; Kunkler & Whittick, 1991; Plant & Plant, 1992; Sharrard, 1992; Hunter & 
Houghton, 1993; Tsai & Crockett, 1993). For example, some 29%-33% of general hospital nurses were 
shown to be suffering significant levels of distress (Tyler, et aI., 1991; Tyler & Cushway, 1992). 
Additionally, while 27% of a sample of general nurses reported significant distress levels (McGrath, et 
aI., 1989), this was less than the 32% of a normative community sample in Northern Ireland reporting 
similar levels (Hunter & Houghton, 1993). Exceptions to this pattern have included 41 % of community 
psychiatric nurses showing caseness on the GHQ 28 (Fagin, et aI., 1995), and general and psychiatric 
nurses reporting reliably higher State and Trait anxiety scores than "healthy" community controls 
(Garyfallos, etal., 1993). 
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The impact of stressful working conditions on the performance of nurses has been reported at a number 
of levels using self-report from individuals and supervisors, and non-reactive measures of performance, 
e.g. sickness absence, and unit performance indices. The negative association between job-related well-
being in the form of burnout, and self-reported competence has been made (Keijsers, et aI., 1995). 
Excessive workloads have been reported to be associated with both negative physical and mental health 
outcomes (Tyler & Cushway, 1992). Furthermore, the link between distress and objective indices of 
withdrawal behaviour, e.g. sickness absence has been suggested (Rix, 1987; Firth & Britton, 1989; 
O'Henley, Curzio, & Hunt, 1997). In considering performance at a unit level, nurses who work in high 
performance ICU's, as measured by favorable mortality rates, and who reported low self-performance 
beliefs showed the highest rates of burnout (Keijsers, et aI., 1995). 
Given the importance of situational and more global sources of stress arising from the psychosocial 
work environment, the relative contribution of each to measures of affective well-being has been 
clarified in a longitudinal study of trained nurses working in nursing homes (Schaefer & Moos, 1996). 
Situational items from a baseline Work Stress Inventory predicted subsequent job-related distress, 
depressed mood and somatic symptoms, with the initial global Work Environment Scale perceptions 
contributing little further predictive power to the longitudinal model. 
Studies exploring the effects of stressful working conditions from a demand-control perspective have 
examined the "additive-strain" and "interactive-strain" hypotheses central to this approach (Verhoeven, 
1997). Independent, or main effects of demand have been shown to predict reports of somatic 
symptoms in a mental health setting, with the highest levels of demands reported in the most "active" 
jobs (Parkes & Von Rabenau, 1993). Support for the "interactive-strain" hypothesis has been presented 
in the form of demand x control interactions associated with reports of job satisfaction (Parkes & Von 
Rabenau, 1993), and three way demand x control x support interactions for job-related distress 
(Landsbergis, et aI., 1992; Parkes, et aI., 1994). The highest levels of state anger, symptom severity, 
depression and dissatisfaction are found in "passive", and "high strain" jobs (Landsbergis, et aI., 1992). 
The link between perceptions of the psychosocial environment, and a range of strain outcomes, has 
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revealed that those district nurses perceiving the highest workload provided the highest systolic blood 
pressure and urinary cortisol levels (Doncevic, et aI., 1988). 
2.3.2.3 Factors influencing the stress well-being relationship 
Studies examining the interaction between environmental demands and individual capabilities have 
clarified the moderating effects of personality traits such as trait anxiety (Thompson, 1992), and locus of 
control on mental health outcomes for trained nurses (Landsbergis, et aI., 1992; Rees & Cooper, 1992). 
Sociodemographic variables may also influence the stress-well-being relationship, i.e. age, gender, and 
organisational variables such as length of experience, type of setting (Parkes & Von Rabenau, 1993; 
Parkes, et aI., 1994;), leadership style (Boumans & Landeeweerd, 1993), pattern of team working 
(Thomas, 1992), departmental type (Jamal & Baba, 1992), and the effects of shiftwork (Coffey, et aI., 
1988; Jamal & Baba, 1992; Totterdell, et aI., 1995). 
High levels of negative affect have been found to be associated with inflated levels of burnout, job 
dissatisfaction (Thompson, 1992), and reports of high levels of situational stress (Gray-Toft & 
Anderson, 1981). The comparatively higher levels of pressure reported by nurses in a multi-
professional setting have been associated with their tendency to report less internal generalised control 
beliefs, and to use more coping strategies (Rees & Cooper, 1992). Intensive care nurses reporting low 
self-esteem, and perceiving little environmental support, tend to report the highest levels of burnout 
(Keijsers, et aI., 1995). Nurses reporting "passive" jobs tend to report the greatest external locus of 
control beliefs (Landsbergis, et aI., 1992). 
Examination of the impact of age on perceptions of work-related stress and distress has generally linked 
increasing age with an increase in job-related satisfaction and a decrease in job-related distress 
(Livingston, 1984; Hipwell & Wilson, 1989; Garyfallos, et aI., 1993; Parkes & Von Rabenau, 1993; 
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Parkes, et aI., 1994; Schaefer & Moos, 1996). Gender differences in situational sources of stress may 
also be apparent (Plant & Plant, 1992). 
From a more organisational perspective, a social leadership style has been associated with high levels of 
job satisfaction and low levels of health complaint, with instrumental leadership linked to high levels of 
health complaints (Boumans & Landeeweerd, 1993). Organisational features, such as primary nursing 
tend to be associated with more positive perceptions of the work environment, with nurses adopting this 
patient-centred style of working reporting greater "involvement', "innovation" and less "work pressure" 
than team nurses from comparable settings (Thomas, 1992). The role of department type has been 
investigated in a range of studies. Many have found few differences in the levels of distress, or 
dissatisfaction between general and specialist practitioners working in adult (Hipwell & Wilson, 1989; 
Foxall, et aI., 1990; Tyler & Ellison, 1994), and psychiatric nurse settings (McCarthy, 1985). 
Conversely, intensive care nurses have reported higher levels of "emotional exhaustion" and 
"depersonalisation" than hospice nurses (Mallett, et aI., 1991), and ICU nurses report comparatively 
greater levels of satisfaction when compared to general nurses (Landeeweerd & Boumans, 1988). While 
some comparisons between general and psychiatric nurses reveal more distress in general nurses 
(Garyfallos, et aI., 1993), other studies have suggested the reverse (Plant & Plant, 1992; Parkes & Von 
Rabenau, 1993). 
High levels of contact between nurse and patient have also been associated with job-related distress 
(Livingston, 1984), and psychiatric nurses working in larger hospitals are likely to report higher levels 
of facet-specific dissatisfaction than those employed in smaller facilities (Rump, 1979). Rotating shifts 
are associated with increased physical and mental health problems and with intention to leave when 
compared to a fixed shift system. In addition, shift work may be more important in predicting job-
stress, job-related strain and organisational commitment than department type (Jamal & Baba, 1992). 
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2.3.3 Student nurses 
While a number of studies have identified specific situational clinical and academic sources of stress for 
student nurses (Phillips, 1988; Beck & Srivastava, 1991; Bell, 1991; Bums & Egan, 1994), few studies 
have examined the wider psychosocial work environment in which students are trained. Relatively few 
studies present data on levels of emotional distress which allow direct comparison between levels 
reported by other groups of student nurses, or with other types of student health professional. Of the 
studies examining student distress, all use context-free measures of affective well-being to measure the 
impact of the course, with the exception of studies focusing on work satisfaction (Parkes, 1982), and 
burnout (Constantini, et aI., 1997; Schaufeli, et aI., 1996). The moderating influence of personality on 
student reaction to training (Parkes, 1984), on student adaptation to working specific shift patterns 
(Bohle & Tilley, 1989), and an exploration of the influence of different settings on perceived situational 
stress and job-related distress have all been presented (Parkes, 1980a; Parkes, 1980b; Parkes, 1982). 
2.3.3.1 Sources of stress 
Past descriptive qualitative studies identifying perceived sources of stress have outlined broad categories 
of challenging situations experienced by those preparing to join the nursing profession (Mancini, et aI., 
1983; Parkes, 1985; Lees & Ellis, 1990; Clarke & Ruffm, 1992). A great deal of information about the 
perceived sources of stress, the appraisal of environmental stressors, the effects of stress and the 
interaction between environmental demand and individual capacity has been provided for student nurses 
(Parkes, 1980a; Parkes, 1980b; Parkes, 1982; Parkes, 1984; Parkes, 1985; Parkes, 1986; Parkes, 1987), 
and this has led to calls for systematic interventions to reduce the anxiety experienced by students 
(Parkes, 1985; Lindop, 1993). 
From qualitative accounts of stressful clinical situations encountered provided by first year student 
nurses 6-7 weeks into their first hospital experience, the following categories have emerged, i.e., "care 
of the dying', "interpersonal conflict with other nurses", "insecurity about personal clinical 
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competence", ''fear offailure", "interpersonal problems with patients", "work overload' and "concerns 
about the nursing care given to patients" (Parkes, 1985). In particular, giving injections, the violence 
displayed by mentally disturbed patients, uncertainty regarding how to respond to dying patients, fmal 
offices, and inadequate staffing levels combined with a high workload have been described as 
particularly problematic (Parkes, 1985). 
Beck and Srivastava (1991) have provided a descriptive account of the perceived sources of stress, and 
levels of distress using the General Health Questionnaire 30 item version (Goldberg, 1978) with degree 
nursing students in Canada. Using a stress inventory partly derived from the work of Firth, (1986) they 
presented a 43 item questionnaire requiring the student to rate the intensity of particular situations. Data 
was collected cross-sectionally across 4 years of the course, at a time judged to put students under a 
great deal of pressure, see Table 2.9. 
Table 2.9: Rank Ordering a/Common Sources a/Stress For Years 1-4 a/a Degree Nurse Education Programme. 
after (Beck & Srivastava 1991) N=94. 
Rank Stress Item % 
reporting 
1 Long hours of study 92 
2 Exams and grades 85 
3 Lack of free time 75 
4 Financial responsibilities 71 
5 Administrations response to students 67 
6 University education for nurses 67 
7 Too much responsibility 62 
8 Atmosphere created by clinical faculty 61 
9 Negative personal habits 59 
10 Lack of timely feedback 56 
11 Patient care responsibility 54 
12 Doubts about nursing as a career 53 
Since the emergence of the B.S.S'!., a number of additional measures of perceived stress with differing 
degrees of psychometric adequacy have appeared (Clarke & Ruifm, 1992; Chen, 1994; Rhead, 1995; 
Snape, 1995; Brown, 1996). The content of these have ranged from the specification of the factor 
structure of the stressors perceived by students (Clarke & Ruffm, 1992; Chen, 1994), to a measure 
describing the anticipated stressors and sources of support of student nurses in their first year of training 
(Brown, 1996). A qualitative study of the emotionally demanding situations experienced by frrst year 
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students has outlined 5 different themes, namely "nursing care and procedures", "death, dying and self-
harm", "threat and perceived threat", "attitude and discrimination", and "attachment and fondness" 
(Farrington, 1996). In addition, a 5 factor structure of the worries reported by students has been 
reported, with "interpersonal interaction", "emotional demands", "study demands", ''family/personaf' 
and "technology" as groupings of perceived stressors (Clarke & Ruffin, 1992). 
The two recently published quantitative measures both have 3 factor solutions (Rbead, 1995; Snape, 
1995). Factors relating to ''practicaf' and "academic" sources of stress and a further factor relating to 
the "death of clients" have been described in a sample of 106 student nurses split equally between those 
receiving certificate and diploma educational preparations (Rbead, 1995). The "practicaf' items in this 
measure were adapted from the 7 factor Nursing Stress Index developed for use with trained staff (Gray-
Toft & Anderson, 1981), with additional items derived from a qualitative pilot. A three factor structure 
of, "teaching staff/nursing staff lack of understanding", "college home interface" and "course 
organisation and resources" underlay the 26 items described (Snape, 1993). In addition, situational 
sources of stress including, "interpersonal relations", "initial experiences", ''feeling helpless", 
"demanding experiences" (Mahat, 1996), and "academic", "environmentaf', ''jinanciaf', 
"interpersonaf' and "personal" sources" (Kirkland, 1998) have been described. 
Other categorisations of situational sources of stress, e.g. (Lees & Ellis, 1990) show some similarity to 
quantitative scales developed for trained staff (Gray-Toft & Anderson, 1981; Gray-Toft & Anderson, 
1983; Harris, 1989; Wolfgang, 1995). Others divide student worries into personal and professional 
issues (Mancini, et aI., 1983), or have produced lists of stressors experienced by students in the clinical 
setting (Lindop, 1991) drawing upon earlier qualitative work (Lindop, 1987; Lindop, 1989). 
Examination of facets of the educational experience have targeted the temporal changes in student nurse 
appraisal of a mid-term examination (Bums & Egan, 1994). In addition, the study of biology has been 
described as a major source of workload and anxiety for nursing students (Nicol & Bulter, 1996), and 
participation in workshops on death and dying have been perceived as a source of stress (Lawrence, et 
aI., 1985). 
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The description of the meaning attached to specific clinical facets of nurse training have also been 
reported (Field, 1981; Pagana, 1988; Pagana, 1989; Speck, 1990). Learning psychomotor skills, e.g. 
administering injections (Speck, 1990), reading clinical charts (Nieswiadomy, et aI., 1989), and 
performing female catherisation (Bell, 1991), have been associated with high levels of anxiety, and a 
perceived lack of practical skills is a common worry for many diploma students (Hamill, 1995). The 
atmosphere created by clinical faculty, patient care responsibilities, working with HIV/AIDs (Mueller, et 
aI., 1992), and supernumerary status itself (Wilson-Barnett, et aI., 1995) are all clinical sources of 
stress. Generally the most anxiety provoking situations are to be found in the clinical setting during 
training, including items such as "fear of failure", "clinical procedures" (Selleck, 1982), and factors 
including "fear of making mistakes", "clinical procedures", "talking with physicians" and ''faculty 
observation and evaluation" (Kleehammer, et aI., 1990). Initial clinical settings may be particularly 
threatening for students, with appraisals of threat arising from ''fears of inadequacy", "worries about 
making errors", "uncertainty in the clinical setting" "apprehension focused on the clinical instructor", 
and the ''fear offailure" (Pagan a, 1988; Pagana, 1989). 
While role stress from a wider work-family interface source may also be relevant to the student 
experience (Viverais-Dresler, et aI., 1991), studies examining the more global aspects of the work 
environment experienced by student nurses, from a demand-capacity perspective have been provided by 
student supervisors and are therefore independent of the student e.g. (Parkes, 1986). Studies adopting a 
demand-control perspective are presently not available. 
2.3.3.2 Effects 0/ stress 
In examining the effects of training, the majority of studies have used self-report, context-free measures 
of affect. Studies reporting job satisfaction are rare, and of the few studies examining burnout in student 
nurses (Schauf eli, et aI., 1996; Constantini, et aI., 1997), one has suggested that a key feature of the 
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phenomenon, i.e. "depersonalisation" is not seen in students early in their training (Schauf eli, et aI., 
1996). Measures of student nurse performance, at self, supervisor, or unit level are not to be found. 
Rates of absence in students have been described, however (Parkes, 1983; West & Hargreaves, 1995; 
Parkes, 1987). 
As far back as 1936 Hahn reported high levels of anxiety and depression in student nurses, see 
(Johansson, 1991). In 1966, Menzies reported high levels of anxiety and depression in the clinical 
setting, and made the link between the high levels of sickness and absence and the psychological distress 
experienced by students (Menzies, 1960). These past concerns regarding levels of student nurse 
distress have led to recent attempts to measure transitory anxiety levels in groups of student nurses 
following exposure to stressful academic experiences. The fmdings are mixed. Some reveal state 
anxiety comparable with that reported by female college students, e.g. (Russler, 1991; Heaman, 1995) or 
by the general female population, e.g. (Parkes, 1980a; Parkes, 1980b; Johansson, 1991). Others reveal 
levels of distress across a degree preparation (Beck & Srivastava, 1991) which are twice the levels 
reported by other student health professionals (Firth, 1986). 
Academic parts of the course have been found to produce stress reactions in student nurses. Pulse rates, 
and systolic and diastolic blood pressure were significantly higher in a group of students attending a 
Death and Dying course than in those attending a contemporary health practices course (Lawrence, et 
aI., 1985). Recent studies have presented cross-cultural evidence regarding the stressful nature, and 
impact of initial clinical experiences (Mahat, 1996; Kirkland, 1998), in support of earlier accounts 
(Davitz, 1972). Additionally, the more distress reported by students, the greater the rates of sickness 
and absence seen (Parkes, 1987), although this aspect of the stress-withdrawal relationship may only be 
apparent for sub-groups of student nurses (Parkes, 1983; Parkes, 1987). 
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2.3.3.3 Factors influencing the stress well-being relationship 
Little work has been carried out examining the effect of personality and its role in the development of 
job-related stress and distress. Student nurses, judged as stable "extraverts", using the Eysenck 
Personality Questionnaire, were less vulnerable than a normative female community sample to distress 
(Parkes, 1980a). Students reporting high "hardiness" (Kobasa, 1979; Kobasa, et aI., 1982) have shown 
divergent patterns of burnout, with low "emotional exhaustion", medium "depersonalisation" and high 
"personal accomplishment', when compared to less hardy students (Constantini, et aI., 1997). 
Other behavioural variables may influence student performance. During the initial six months of 
training, students who smoked to reduce negative emotional reactions were less likely to show positive 
adaptation, showing high rates of sickness and absence (Parkes, 1983; West & Hargreaves, 1995). 
Relative weight may also influence adaptation to training, with the overweight student suffering low 
morale particularly prone to suffering high levels of distress, and more likely to withdraw from the 
course on a temporary or permanent basis (Parkes, 1987). Any deviation from an ideal weight has been 
associated with increased sickness and absence for student nurses (Parkes, 1983). 
Objective features of the clinical setting, such as the type of clinical experience forming early 
placements, may also exert some impact on affective well-being. While initial ward placements may be 
associated with greater anxiety for students than for any other period in the early part of training, 
regardless of male/female, or medical/surgical settings (Parkes, 1982), a number of differences in work 
environment and affective outcome have been found between these departments. Students assigned to a 
medical area for their second experience showed particularly low levels of work satisfaction. Medical 
wards were found to provide little social support for the student, but to require greater affective demands 
(Parkes, 1982). Students in male wards reported high work satisfaction scores, reflecting greater staff 
cohesion in these settings. (parkes, 1982). Increased levels of stress in acute settings have also been 
suggested (Scullion, 1992; Suserud, 1993), and changes in ward allocation have also been shown to be a 
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source of stress for student nurses (Jack, 1992). Shiftwork may also have a deleterious impact on the 
affective well-being of student nurses. Distress levels were reliably worst for students working a three 
shift rotating pattern compared to those working a morning/late shift pattern (Bohle & Tilley, 1989). 
Gender differences regarding perceived sources of job related stress and distress are rarely reported with 
student nurses. Most studies in this area tend to restrict study to groups of female students. 
2.4 Stress in students in higher education 
Studies identifying the sources of stress reported by students in higher education (Crandall, et aI., 1992) 
greatly outnumber those reporting the impact of higher education on affective well-being and 
performance (eahir & Moris, 1991; Tyrell, 1992; O'Meara, et aI., 1994), and those examining factors 
which may influence perception of situational stressors, and levels of distress experienced (Cahir & 
Moris, 1991; Tyrell, 1992; Hudson & O'Regan, 1994). 
2.4.1 Sources of stress 
Studies identifying the sources of stress perceived by students in higher education all identify situational 
sources of stress, and none provide any insight from a demand-capacity perspective. However, a single 
study has examined perceptions of the psychosocial work environment from the demand-control 
perspective, and their relation to personality for student teachers (Parkes, 1991). 
Situational sources of stress arising from the academic experiences of undergraduates have included 
factors of"environmentaf' conditions, such as the "heat" and "lighting" of classrooms, "perceptions" of 
teaching style such as "fast paced lectures" and "forgetting materials", and "demands" which included 
"fmal grades" and "examinations" (Kohn & Frazer, 1986). Life events relevant to the "schoof' have 
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included "examinations" and "course work". "Non-schoof' items including "death of relatives", "lack 
of support from family", "interface" items such as "room-mate relations", and "dependence" on other 
people have been reported (Crandall, et al., 1992). Common academic sources have included, "fear of 
getting behind", "fmding motivation", "budgeting", "pressure to succeed with academic demands" 
(Tyrell, 1992), and the division of situational stressors into "academic" and "personaf' sources has been 
suggested (Archer & Lamnin, 1985). 
2.4.2 Effects of stress 
Examination of the impact of situational sources of stress, have been restricted to self-reports of 
emotional reaction, and few studies have explored the impact on actual student performance. Using 
context-free measures, levels of affective distress for students in higher education were slightly above 
non-patient norms, i.e. one standard deviation with the Symptom Checklist 90 (Derogatis, (1984) see 
Cahir & Moris, (1991». A modest association between sources of academic stress and physical illness, 
such as neurological and emotional problems, respiratory infections, gastro-intestinal problems and 
other infectionslhealth problems have been suggested (O'Meara, et al., 1994). 
2.4.3 Factors influencing the stress well-being relationship 
Gender differences in the level of perceived situational sources of stress are widely seen, with female 
students reporting more sources (Cahir & Moris, 1991), higher levels of life events (Crandall, et al., 
1992a), and the highest levels of affective distress (Tyrell, 1992). In particular, women working full 
time and who have no partner tend to report the highest levels of situational sources stress from 
"academic", "jinanciaf' and "emotionaf' sources (Hudson & O'Regan, 1994). 
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Evidence regarding the impact of course year on distress experienced has remained unequivocal, with 
levels comparable across years (Tyrell, 1992), or reported as highest in third and final years (Cahir & 
Moris,1991). The impact of making the transition from home to university on students well-being has 
been described, with students moving away from home showing the greatest impact (Fisher & Hood, 
1987). However no difference in distress levels was found in first year psychology students comparing 
those living at home versus those who moved away from home (Tyrell, 1992). 
Finally, distress levels may differ between groups of students, with those studying to join the health 
professions reporting more sources of stress, whilst having higher grade averages than other students 
(O'Meara, et ai., 1994). Comparing first year students, medical students also report greatest levels of 
distress, with 39% scoring above threshold on GHQ 28 when compared to 25% of students studying 
computer science and occupational therapy (Tyrell, 1992). Medical students seem to be the "bench-
mark" group against which to compare distress levels in other student health professionals, particularly 
in the early stages of training. 
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3. The Functional Architecture of Coping 
3. 1 Introduction 
Coping has been defined and measured in a number of ways in recent years. Coping has been 
conceptualised as a series of unconscious ego defense mechanisms, as a series of dispositions, traits or 
generalised styles used across stressful situations, as a stepwise series of adaptational stages seen in 
response to traumatic life events, and as a transactional process embedded in the context of behaviour 
reported during a specific single stressful situation (Pearlin & Schooler, 1978; Billings & Moos, 1981; 
Folkman, et aI., 1986a; Folkman, et aI., 1986b; Cohen, 1987; Edwards, 1988). Latterly the transactional 
approach has also considered coping in terms of aggregates of behaviours reported over several stressful 
incidents across time (Folkman, et aI., 1986a; Folkman, et aI., 1986b; Bolger, 1990; Shinn, et aI., 1993). 
Each of these approaches to the conceptualisation and measurement of coping will be explored in some 
detail. 
3.2 Definitions! dimensions of coping 
Historically, the psychodynamic approach to the defmition of coping proceeded both personality/trait 
and stage descriptions, with the transactional, or process defmition developed as a response to the 
limitations of previous accounts of coping. Currently the study of coping as a transactional process 
within the context of a specific stressful situation predominates (Stone, et aI., 1991). Coping has been 
studied using this transactional approach in the context of life stress generally, at different stages in the 
stress process for specific groups of individuals, and more specifically in response to work-related 
stress. Examination of coping patterns at different points of the life cycle has been carried out, using 
transactional (Billings & Moos, 1984; Lazarus & Folkman, 1984) and other approaches (Vaillant, 
(1977) see Parkes, (1994». The identification of a range of personality dimensions thought to influence 
the outcome of the coping process has continued alongside the transactional tradition, and remains 
current in the literature (Fleishman, 1984; McCrae & Costa, 1986; Miller, et aI., 1988; Payne, 1988; 
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Brewin & MacCarthy, 1989; Cantor & Norem, 1989; Bolger, 1990; Hurrell & Murphy, 1991; Payne, 
1991; Aspinwall & Taylor, 1992; Duval, et ai., 1992; Parkes, 1994; Myers & Vetere, 1995; Myers & 
Brewin, 1996). 
3.2.1 Theoretical approaches to coping: 
3.2.1.1 The psychoanalytic perspective 
According to this "Ego psychology model" current in the 1930's and 40's (Lazarus & Folkman, 1987) 
the adaptational, unconscious thought processes and subsequent actions following exposure to a 
stressful environment represented coping. Coping was described as a series of defense strategies applied 
to ongoing intrapsychic conflicts (McCrae, 1984), with the quality of coping judged from a therapist's 
viewpoint. With coping represented along a continuum ranging from healthy to pathological responding 
and defmed in terms of accomplishment, a lack of success in a difficult situation was interpreted as 
indication of a failure to cope. While this approach to coping was highly influential earlier in the 
century, the psychodynamic approach to the study of coping became replaced by more recent 
dispositional elaborations arising from animal work on the control of aversive environments, and 
escape/avoidance learning (Lazarus & Folkman, 1987). Today psychodynamic accounts of coping have 
largely disappeared. 
3.2.1.2 Coping as a personal trait or style 
Prior to the late 1960's/early 1970's interest in coping had been superseded by research on the psycho-
physiological processes underlying the stress reaction, with the work of Selye on the General Adaptation 
Syndrome dominating (Sarafmo, 1990; Kaplan, et ai., 1993). The 1970's saw the emergence of a 
psychosocial tradition examining the interaction between person and environmental variables. This 
showed that the relationship between stress and outcome variables often failed to exceed borderline 
levels, and prompted the re-emergence of coping as a potential moderator of the stress-health 
57 
relationship (McCrae, 1984). From this trait perspective, the way in which an individual copes in a 
stressful situation was seen to determined to a large degree by "dispositional styles, and by the fit of 
........ preferred strategies to the specific properties of the situation" (Miller, et aI., 1988, p 142). 
Early attempts to identify intra-individual predispositions, or coping biases, identified a number of 
preferred coping styles viewed in terms of a range of personality dimensions and information processing 
styles (Cohen, 1987), with "repression-sensitization" (Myers & Vetere, 1995; Myers & Brewin, 1996), 
and "monitor-blunting' dimensions elaborated (Miller, et aI., 1988). The operation of a number of 
additional biases thought to confer adaptational benefit have also been identified, e.g. "illusory 
superiority", "hindsight bias", "optimism" and "self-illusions", and "unrealistic optimism" (Weinstein, 
1982; Alicke, 1985; Cantor & Norem, 1989; Buunk & Hoorens, 1992). From this approach personality 
has, and continues to be defmed in terms of coping. 
Criticisms of the trait approach to coping have included the failure of dispositional studies to predict the 
actual coping behaviours reported in specific stressful situations (Cohen, 1987; Parkes, 1994), and their 
inability to account for the importance of situational appraisals in the selection of coping behaviour 
(Parkes, 1986). The assumption of the fixed nature of dispositional coping has been challenged by 
recent contentions that individuals apply a range of coping strategies in a flexible manner across 
different situations (Folkman & Lazarus, 1985; Edwards, 1988), although more recently transactional 
accounts have pointed to the stability in coping use over time (Folkman, et aI., 1986a; Folkman, et aI., 
1986b). Additionally, while coping may be the causal mechanism which mediates the influence of 
personality on distress and performance in demanding situations (Bolger, 1990), the suggestion that 
personality leads to coping may represent a tautological argument if a trait perspective is adopted 
(McCrae & Costa, 1986). 
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3.2.1.3 Coping as a sequence of changes 
An alternative perspective to the personality styles account of coping is the stage approach, with 
individuals proposed to progress though a series of fixed stepwise series of changes in emotion and 
cognition characterised by distinct changes in information processing and coping behaviour 
(Pennebaker, et al., 1990). This approach has presented traumatic life events, such as the diagnosis of a 
life threatening illness or bereavement, as a series of problems to understand and organise, to adapt to, 
and recover from. Several influential stage models of coping have been developed with a prominent 
coping sequence outlining five stages in an adaptational process triggered by anticipated or actual 
personal loss, i.e. "deniaf', "anger", "bargaining", "depression" and "acceptance" (Kubler Ross, 
(1969) see Stroebe & Stroebe, (1995». Other stage theories may be found in the health psychology 
literature, e.g. Shontz, (1975) see Ogden, (1996), and Worden, (1984) see Stroebe & Stroebe, (1996). 
A number of problems with this account of coping have been raised. Such fixed and ordered changes in 
information processing and coping behaviour need not occur in such particular specific sequences for 
significant groupings of individuals (Pennebaker, et al., 1990). Most stage theories of coping do not 
specify the exact duration of anyone particular stage. Furthermore, the criteria by which a person 
moves between stages, and the internal/external cues which trigger such a transition are generally not 
detailed, although there are exceptions to this, e.g. Worden, (1984) see Stroebe & Stroebe, (1996). 
Additionally, it seems unlikely that individuals experiencing highly complex and idiosyncratic 
psychosocial changes will respond to their loss with a similar unmodifyable cognitive-behavioural 
sequence (Edwards, 1988). Self-regulatory models of coping with illness have also been developed to 
represent the cognitive and behavioural strategies used to cope with serious ill-health (Moos & Schafer, 
(1984); Taylor et al (1984) see Ogden, (1996); Leventhal & Cameron (1987) see Pitts, (1996». This 
approach may offer a more adequate explanation of the cognitive and behavioural adaptational 
processes than the fixed stage account of coping. 
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3.2.1.4 Coping/rom a transactional perspective 
The failure of the dispositional account of coping to elaborate the complexities of the coping process 
(Dewe, 1989), to distinguish between dispositional and situational determinants of coping (Lazarus & 
Folkman, 1984), or to predict intra-individual changes in coping across situations (Lazarus, 1993) led to 
the development of the process model of coping in the late 1970's (Lazarus & Folkman, 1987). Early 
investigations of individual reactions to life problems across fmancial, marital, parental and work 
domains, e.g. (Pearlin & Schooler, 1978), conceptualised coping as a series of protective behaviours 
shielding the person from psychological harm which may arise from exposure to difficult social 
experiences (Lazarus & Folkman, 1987). From a transactional perspective, coping has been described 
as, "constantly changing cognitive and behavioural efforts to manage specific external and/or internal 
demands that are appraised as taxing or exceeding the resources of the person" (Lazarus & Folkman, 
1984,pI41). 
From this perspective, coping is a multi-dimensional, multi-level concept, described in terms of 
specific, episodic coping behaviours. A clear separation of process and outcome has been emphasised 
with coping effort considered and measured independently of outcome. The process approach to coping 
has made a clear distinction between generalised and situational control beliefs, with coping styles or 
general methods of coping represented at a conceptual level, as latent variables detailed by factor 
analytic methods, rather than as directly observable dispositional tendencies (Dewe, 1993b). A range of 
factor structures, or taxonomies of coping have been reported in recent years, with the taxonomy of 
Steptoe (1991) providing major clarification of the conceptual structure of this term. This will be 
discussed in detail shortly. 
Early factor structures described coping as consisting of three methods, e.g. allowing the person to 
"change the situation", to "change the meaning', or to "keep meaning within manageable bounds" 
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(Pearlin & Schooler, 1978). Similar structures of the cognitive-behavioural coping methods available to 
the individual including "active-cognitive", "active-behaviouraf' and "avoidance" coping domains have 
been also described (Billings & Moos, 1981). Other structures elaborating the range of coping options 
available to an individual have included strategies of "changing the problematic situation", "changing 
the behavioural response" shown, "reappraising the situation", "ignoring the demand', and as a fmal 
resort "moving away from the threat' (Fleming, et aI., 1984). Generally, "avoidant" forms of coping are 
seen to have most adaptive potential in the early stages of coping, with "problem-solving' strategies 
more beneficial at later stages in the coping process (Cox & Ferguson, 1991). 
With all coping methods having the potential to alter the situation causing distress, or to regulate such 
emotional reaction, coping is generally judged to have two main functions, or targets, i.e. "problem-
focused' and "emotion-focused' coping (Folkman, 1984; Lazarus & Folkman, 1984; Cohen, 1987; Cox 
& Ferguson, 1991). "Problem-focused' coping targets the situation facing the individual with the aim 
of altering the source of harm or threat, regardless of internal or external origin. "Emotion-focused' 
coping regulates the emotional response of the person to the stressful situation with the goal of reducing 
the emotional distress experienced, with the person either accepting, accommodating or adapting to the 
situation. 
From a transactional perspective, coping is an integral part of the stress reaction and is the process by 
which the response to a stressful situation is executed (Carver, et aI., 1989). Coping results from 
appraisal processes which resolve the personal relevance of any particular situation. The pertinence of 
each problematic situation is represented in terms of perceived or anticipated demands, leading to the 
formulation of a range of possible responses. Consideration of the availability of coping resources, 
control expectancies (Cox, 1993), and probabilistic judgments regarding the likelihood of success of 
particular sets of strategies, are included during the appraisal processes (Lazarus & Folkman, 1987). 
Psycho-social constructs such as, self-esteem, personal belief systems, social support, and overall 
wellness (Pearlin & Schooler, 1978; Conduit, 1995), form the coping resources which predict coping 
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use (Dunkel-Schetter, et al., 1987). Possession of a repertoire of responses, and a reservoir of resources 
may have considerable adaptive potential (Pearlin & Schooler, 1978). 
The importance of such primary and secondary appraisal processes in the determination of actual coping 
behaviours shown in specific situations has been explored extensively (Lazarus & Folkman, 1984; 
Parkes, 1984; Folkman, et al., 1986a; Folkman, et al., 1986b; Steptoe & Vogele, 1986; Abella & Heslin, 
1989; Blankstein, et al., 1989; Dewe, 1991b). The coping behaviours shown in any particular situation 
are determined largely as a result of such interpretational processes and represent the cognitive and 
behavioural actions deemed to be appropriate, at that time. Both coping and emotion arise from such 
appraisal processes, with primary and secondary appraisal having no fixed temporal precedence, i.e. 
secondary control appraisals may precede primary appraisals of the personal relevance of a situation 
(Lazarus & Folkman, 1987). The appraisal processes have been described as "integrated patterns of 
psychological and biological responses to situational demands which characterise the stress process" 
(Fleming, et al., 1984), with active and passive coping behaviours shown to have distinct physiological 
signatures (Koolhaas & Bohus, 1989; Steptoe, 1991). 
Steptoe (1991) has further developed and these clarified earlier taxonomies of coping, detailing the 
behaviours which comprise four methods of coping, see Figure 3.1. Coping is classified as a multi-level 
construct with cognitive and behavioural methods focused on both emotional and problem-centred 
targets. Each coping method is further distinguished by the active and passive behaviours constituting 
each of four broad strategy options. This conceptual description of the functional architecture of coping 
includes some general dispositional tendencies which continue to be reported. 
Problem-focused behavioural coping has both active and passive dimensions. Active behavioural 
coping at this level involves attempts to control the demanding situation, to deal directly with the 
problem, and is associated with sympathetic-adreno-medullary activation. Passive behavioural coping, 
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with a problem-focus, occurs mainly in uncontrollable aversive conditions, with individuals reporting 
increased feelings of distress, showing pituitary-adreno-cortical activation and the release of 
corticosteriods leading to immune suppression. Targeting the way in which a person appraises a 
situation, problem-focused cognitive coping changes the interpretation of a demanding situation, and 
may be of use when behavioural attempts to change the situation are not possible or have failed, and the 
person has to adapt. 
Emotion-focused behavioural coping includes a wide range of passive displacement behaviours which 
emerge when a person is under stress, e.g. nail biting, bruxism, leg swinging, smoking, drinking and 
exercise (Steptoe, 1991). These have little impact in terms of changing the situation, but may serve to 
lessen the emotional impact of unpleasant events. Other more active forms of emotion-focused 
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behavioural coping include the seeking of information and social support. Emotion-focused cognitive 
coping refers to the manner in which a person manages their emotional arousal in a stressful situation at 
the cognitive level, and alters the way a situation is attended to (Lazarus, 1993). Active engagement and 
the expression of affect may promote the appropriate emotional processing of stressful material. Less 
adaptive strategies may include emotional repression, with a person failing to acknowledge their 
feelings and denying the experience of distress. 
There are a number of advantages of the transactional approach over psychodynamic, trait or stage 
models of coping. From a process perspective, the measurement of actual behaviours shown in one or a 
number of particular situations allows changes in coping across time and across different stages of a 
stressful encounter to be distinguished. This may produce more reliable reports of coping than accounts 
generated from abstract situations (Parkes, 1994). The process approach can account for the limited 
evidence of consistently positive or negative types of coping, and that associations between adaptive 
outcomes and coping use are dependent on particular situational contexts (Billings & Moos, 1981). 
From this perspective, coping efficacy is judged in terms of extent to which strain produces distress, the 
number of coping responses shown, and the availability of psychological and social coping resources 
(Pearlin & Schooler, 1978). Effective coping may also be represented in terms of coping flexibility 
(Lester, et aI., 1994), the adaptation of coping use to situations with differing control opportunities, the 
number of coping strategies generally available (Pearlin & Schooler, 1978; Parkes, 1984; Parkes, 
1994;), and by the degree to which coping effort has been successful in meeting individual goal 
attainment structures (Aldwin & Revenson, 1987). This contrasts with such representations couched 
terms of "orientation to reality", as particular generalised adaptive traits, or as the enactment of a fixed 
temporal sequence of coping behaviours. 
While there are many advantages to the transactional approach, there are a number of problems 
associated with this perspective (Edwards, 1988). 
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The difficulty in disentangling or distinguishing between "problem" and "emotion-focused' strategies 
has been noted, with both types of coping used in the majority of situations (Folkman, 1984). The 
interdependency between different types of coping suggests that a basic emotion/problem-focused 
coping distinction may be too simplistic (Parkes, 1984; Carver, et aI., 1989; Cox & Ferguson, 1991). 
"Emotion-focused' coping subsumes both "problem-reappraisaf' and "avoidance" strategies which are 
associated with different patterns of adaptive outcomes (Bowman & Stem, 1995), and successful 
"emotion-focused' coping may make the use of "problem-focused' coping more likely. Alternatively, 
"problem-focused' coping may depend on successful "emotion-focused' coping (Folkman, 1984), or 
may remove the need for "emotion-focused' coping (Carver & Scheier, 1994). Additionally, individuals 
consider identical coping behaviours to be appropriate for targeting both problem and emotion (Stone & 
Neale, 1984). However, a recent elaboration of the architecture of coping which can account for this 
complexity, e.g. (Steptoe, 1991), has done much to clarify the distinction between coping targets, 
methods, and passive/active coping behaviours. 
The extreme contextual specificity of this single-situation measurement of coping proposed by the 
transactional model represents a major weakness of the process approach (Lazarus & Folkman, 1987; 
Lazarus, 1993). Single measurements of coping behaviour do not demonstrate the process nature of 
coping, and may provide a less than reliable estimate of a person's coping over time (Lazarus & 
Folkman, 1987). Single reports are likely to represent coping attempts at either preparatory, acute or 
recovery stages of the coping process (Stone & Neale, 1984), may fail to distinguish between acute and 
ongoing coping effort (Dewe, 1993b), and may provide little infonnation regarding overall coping 
repertoire (Parkes, 1994). 
While early studies adopting the transactional approach gathered reports of behavioural and emotional 
coping strategies used in a personally relevant single stressful situation, i.e. following exposure to a 
common stressor, or during particular stages in the examination process (Carver & Scheier, 1994), 
latterly the exploration of aggregates of coping behaviour gathered over a period of time has been 
carried out looking for evidence of the temporal stability of coping. There is evidence, using a cross-
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situational transactional approach, that individuals show consolidation and stability in coping behaviours 
use across a range of situations over time (Folkman, et aI., 1986a; Folkman, et aI., 1986b; Lazarus, 
1993). Individuals develop habitual ways of coping (Carver & Scheier, 1994), tend to show 
consistencies in coping with re-occurring problems (Stone, et aI., 1991), and cope more effectively 
when they are able to use preferred strategies (Carver, et aI., 1989). General behaviours may mediate 
the effect of stress on health, with the general coping behaviours shown in specific situations arising 
from stable goal hierarchies which influence appraisal processes and the selection of actual coping used 
across stressful situations (Hans Thomae, (1985) see Lazarus & Folkman, (1987». Such systematic 
variation in cross-situational coping may serve to maintain perceptions of control and maximise 
anticipated well-being (Fleming, et aI., 1984; Edwards, 1988). 
In view of this, coping styles or repertoires are best constructed from measurements of coping behaviour 
in particular situations, using more macro or cross-situational approaches (Dewe, 1991 b). This is 
particularly true when searching for evidence regarding the longer term impact of coping repertoires on 
health (Folkman, et aI., 1986a; Folkman, et aI., 1986b), and on work-related affective or performance 
outcomes (Shinn, et aI., 1993). Neither the trait, nor process approach to the conceptualisation of coping 
are considered to be completely adequate, and a combination of the two approaches may be beneficial in 
future study of coping (Lazarus, 1993). Consideration of the goal structures of a person may also be 
relevant to the choice of coping strategies across situations (Fleming, et aI., 1984; Lazarus, 1993), and 
such goal structures may represent higher order mental activities, such as locus of control (Rotter, 1966). 
3.3 The measurement of coping 
Given the complexity of coping, the adequate measurement of this construct has proved less than 
straightforward. A range of approaches to the development of coping questionnaires have been used, 
with the derivation of both trait and process measures. Methods used to measure coping have included, 
the development of standardised questionnaires, and the use open-ended interview protocols and 
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observational techniques in single stressful situations. Measures of general personality/defense 
mechanisms, adjective checklists, and further broad inventories of general coping behaviour may also be 
found (Aldwin & Revenson, 1987). Episodic measures focusing on the coping strategies used in broad 
everyday settings, e.g. Ways of Coping Questionnaire (Folkman, 1984; Folkman, et aI., 1986b), have 
been applied to more specific academic settings (Sarason & Sarason, 1981; Folkman & Lazarus, 1985), 
and to a range of occupational settings (Parkes, 1984; Vitaliano, et aI., 1989a; Long, et aI., 1992; 
Bowman & Stem, 1995). 
3.3.1 Non-work based measures of coping 
The range of coping measures produced for use in everyday life stress settings are detailed in Table 3.1. 
3.3.1.1 Trait measures 
The range of trait measures of coping reported in a recent review (Cohen, 1987), have been 
supplemented recently (Miller, et aI., 1988; Myers & Vetere, 1995; Myers & Brewin, 1996). The Miller 
Behavioural Style Scale (Miller, (1980) see Miller, et aI., (1988)) assesses the degree to which a person 
either "monitors" threatening information, or "blunts" the psychological impact of such material by 
showing perceptual avoidance and distraction. 
Alternatively those showing a "repressive" coping style may be inferred from median splits on measures 
of Trait Anxiety (Speilberger, et aI., 1983) and Marlowe-Crowne Social Desirability Index (Crown & 
Marlowe, 1960). With repressors providing a combination of low anxious, high defensiveness scores 
(Myers & Brewin, 1996), this approach can identify those individuals using avoidant processing 
strategies during access to self-referent information of a negative nature. 
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Table 3.1: Non-Work Based Measures Of Coping . 
Trait Measures of Coping 
Miller Behavioural Style Scale (1980), see Miller, et aI., (1988). 
Defensive Style Questionnaire (Bond & Valliant 1986) see Endler & Parker, (1994)). 
General Dispositional Measures of Coping 
COPE scale (Carver, et aI., 1989). 
Multi-dimensional Coping Inventory (Endler & Parker, 1990; Endler & Parker, 1994). 
Situation Specific Episodic Measures of Coping 
Ways of Coping (Pearlin & Schooler, 1978). 
Coping Responses Questionnaire (Moos & Billings (1981) see Billings & Moos, (1984)). 
Health and Daily Living Coping Measure (Moos, et aI., 1987) see Koeske, et aI., (1993)). 
Jaloweic, et aI., (1984) 
Ways of Coping (Lazarus & Folkman, 1984). 
Constructive Thinking Inventory (Epstein & Meier, 1989). 
Wong & Reicher, (1980) see McCrae & Costa, (1986). 
Learned Resourcefulness Measure (Rosenbaum, 1980) see Rohde, et aI., (1990)). 
Problem Solving Inventory (Heppner, 1988) see MacNair & Elliot, (1992)). 
Relative Coping Ability measure (Harninen & DeMayo, (1982) see Brewin & MacCarthy, (1989)). 
Perceived Coping Effectiveness (McCrae & Costa, 1986). 
Adaptations of Ways of Coping (Lazarus & Folkntlln, 1984) 
Perceived Strategy Use (Aldwin, et aI., (1980) see Carver & Scheier, (1990)). 
Coyne, etal., (1981). 
McCrae, (1984). 
Dunkel-Schetter, et aI., (1987) 
Coping Strategy Indicator (Amirkhan, 1990). 
Rohde, et al., (1990) 
Open ended Interview Schedule 
Daily Measure of Coping (Stone & Neale, 1984). 
3.3.1.2 General dispositional measures 
Coping can be measured using general or episodic approaches. The 53 item COPE scale (Carver, et 
aI., 1989) has both dispositional and situational versions, examining general preferred coping styles 
versus the actual behaviours used in specific coping episodes. The COPE is one of the few measures to 
be developed with hypothesised theoretical dimensions of coping stated prior to an empirical 
verification of the expected factor structure. Exploration of the factor structure of the dispositional 
version of COPE revealing 12/13 distinct dimensions. While development of dispositional and 
situational versions of the COPE revealed very similar factor structures across versions, only modest 
correlations between respective trait and episodic scales were reported (Carver, et a!., 1989). This 
suggests that while individuals may adopt relatively stable coping preferences across situations, the 
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failure of dispositional, generalised coping styles to reliably predict the coping behaviours used in 
specific situations may have resulted from a comparison of general dispositional coping efforts to 
situational reports at different stages of the coping process, or because reports of coping during a single 
situation may not represent an individual's entire coping repertoire (Parkes, 1994). 
A further measure of generalised coping strategies is the Multi-dimensional Coping Inventory (Endler & 
Parker, 1990). This measure was derived following criticism of the psychometric adequacy of previous 
dispositional and episodic coping measures. The 44 item factor structure of "problem-focused', 
"emotion-focused' and "avoidance" coping was apparent in separate male and female data sets, with 
"avoidance" coping containing both person and task-oriented strategies, in the form of social diversion 
and distraction (Endler & Parker, 1994). This measure has subsequently been modified to produce an 
abbreviated 21 item Coping in Stressful Situations version (Endler & Parker, 1994). 
3.3.1.3 Process measures 
Adopting a transactional perspective, a range of coping measures were produced prior to the 
development of the highly influential Ways of Coping ChecklistlInventory, e.g. (Pearlin & Schooler, 
1978; Billings & Moos, 1984). The Ways of Coping ChecklistlInventory can best be described as a 
multi-dimensional measure of coping targeting single situations arising from a non-work domain 
(Lazarus & Folkman, 1984; Folkman & Lazarus, 1985; Folkman, et aI., 1986b). This measure has been 
used in a range of specific stressful situations, with later versions measuring eight coping factors or 
methods, i.e. "confrontive coping', "distancing', "self controf', "seeking social support", "accepting 
responsibility", "escape/avoidance", "planful problem-solving', and "positive reappraisaf' (Folkman, et 
aI., 1986a). 
The latent structure of different versions of the Ways of Coping Checklist has been subjected to a great 
deal of scrutiny, with several different factor structures apparent across studies (Wong & Reker, (1980) 
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see McCrae & Costa, 1986; Lazarus & Folkman, 1984; Folkman & Lazarus, 1985; Aldwin & Revenson, 
1987). Aldwin, (1987) refactored the Checklist to produce three problem-focused scales (Le. "exercised 
controf', "instrumental action" and "negotiation"), four emotion-focused scales (Le. "escapism", 
"minimisation", "self-blame" and "seeking meaning') and one social support scale (i.e. "support 
mobilisation"). Other amended factor structures have included "problem solving and cognitive self-
controf', "ineffective escapism" and "solace seeking' scales comprising active-behavioural and 
cognitive coping behaviours, passive and avoidant behaviours, and spending/enjoying time and contact 
in the company of others (Rohde, et aI., 1990). Further exploratory amendments have found evidence 
of broad "problem-focused' and "emotion-focused' factors (Dunkel-Schetter, et aI., 1987). Generally 
such exploratory studies tend to identify more emotion-focused factors than those targeting the problem. 
The Ways of Coping Checklist has been amended by the addition of extra items, prior to exploration of 
the factor structure of the resultant measure (McCrae, 1984; Amirkhan, 1990). Using this approach, 
coping dimensions of up to 28 scales have been found, with emotion-focused scales clustering into 
"positive thinking' and "active forgetting" second order groupings (McCrae, 1984). A subsequent 
analysis with an independent data set collapsed a similar first order factor structure into "neurotic" and 
"mature" coping dimensions, with "neurotic" coping showing negative association with a range of 
measures of well-being (McCrae & Costa, 1986). Adding around 100 additional potential coping 
behaviours to the Ways of Coping Checklist and using a large multi-community convenience sample, 
Amirkhan, (1990) extracted 3 hypothesised factors using principal axis factoring with varimax rotation, 
with item deletion. Factors of instrumental "problem-directed' coping, "turning to others for support' 
and "avoidant strategies" accounted for 46% of the variance in the retained 33 items, confirming earlier 
"a priori" predictions. 
The principal criticism of the Ways of Coping Checklist has centred on the empirical rather than 
theoretical derivation of scales (Carver, et aI., 1989). Additionally, the Checklist may not have sampled 
all possible outcome domains, the content of some individual checklist items were less than clear and 
targeted more than one behaviour in earlier versions. The psychometric adequacy of factor structures 
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seen in the range of obtained solutions have also be criticised (Endler & Parker, 1990; Endler & Parker, 
1994). None of the series of studies deriving the original Checklist confmned the obtained exploratory 
factor structures on independent data sets, and studies subsequently exploring the latent structure of 
versions of the Checklist failed to confmn earlier reported factor structures, even using exploratory 
approaches e.g. (Aldwin & Revenson, 1987; Bolger, 1990; Rohde, et aI., 1990). This raises some 
concern regarding the construct validity of this influential measure (Rohde, et aI., 1990). Further 
psychometric issues relating to the design of the Ways of Coping Checklist have included the potential 
creation of response sets by exclusive inclusion of positively keyed items in a measure, and the 
assumption that obtaining a higher score or reporting fewer sources of stress represents more effective 
coping (Parkes, 1994). Finally, the Ways of Coping Checklist does not contain items relating to pro-
social forms of coping (Hobfoll, et aI., 1994), or pro-active coping (Aspinwall & Taylor, 1997). 
Other measures of coping in everyday life have been developed, e.g. (Epstein & Meier, 1989; Stone, et 
al., 1991), and measures of abilities which relate to coping behaviour use also exist. Measures of 
problem solving ability (Problem Solving Inventory (Heppner, 1988) see MacNair & Elliot, (1992», 
Relative Coping Ability (Haminen & DeMayo, (1982) see Brewin & MacCarthy, (1989», Learned 
Resourcefulness (Rosenbaum, (1980) see Rohde, et aI., (1990», and Perceived Coping Effectiveness 
(McCrae & Costa, 1986) all relate to, and measure the general adaptational capacity of the person. 
3.3.2 Work-related and work-specific measures of coping 
The debate surrounding the use of theoretical versus empirical frameworks for the study of coping is 
also relevant to the measurement coping in an occupational setting (Dewe, 1991b; Dewe, I 993b). See 
Table 3.2 for the range of measures available. Additionally, the adaptive potential of coping strategies 
such as "avoidance" may not be as apparent in the occupational setting (Bowman & Stem, 1995), and 
the factor structure of a particular coping measure may differ substantially across, marital, parental 
fmancial and work domains (Fleishman, 1984). 
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3.3.2.1 Work-related adaptation of the Ways of Coping Checklist 
Despite recent criticism, the Ways of Coping Checklist has been presented for use in the work situation 
with women managers (Long, et aI., 1992), and has been adapted for use with specific groups of student 
health professionals, e.g. student nurses and medical students (Parkes, 1984; Vitaliano, et aI., 1985). 
While the Ways of Coping Checklist contains a range illness and work-relevant items, item 
inapplicability rates of up to 17% have been reported in the work setting (Stone & Neale, 1984). 
Adaptation of the Checklist and related measures in work settings has generally produced shortened 
versions with factor structures differing from the original measure, e.g. with a 44 item, three factor 
solution apparent with student nurses in the United Kingdom (Parkes, 1984), and a five factor 42 item 
solution identified for medical students (V italiano, et aI., 1989). A factor structure of "engagement' and 
"disengagement' coping was found with female managers from a non-nursing background, with 
"disengagement' coping related positively to distress (Long, et aI., 1992). Furthermore, Bowman & 
Stem, (1995) has further refactored the amended version of the Ways of Coping Checklist, i.e. (Long, et 
aI., 1992), to produce a three factor measure, with "problem-solving', "problem-reappraisaf' and 
"avoidance" scales for use with trained nursing staff. The issue of the objectivity of factor analytic 
strategies will be explored further in Chapter 5, see section 5.2. 
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Table 3.2: Work-Specific Measures of Coping. 
General Episodic Measures Adapted for use with Specific Occupational Groupings l : 
Ways of Coping Versions: 
(Coyne, et aI., 1981) adapted for use with student nurses (Parkes, 1984). 
Further adaptational of student nurse version of Checklist (Parkes, 1990). 
Coping in medical students (Vitaliano et aI1985). 
Ways of Coping adapted by (Long, et aI., 1992). 
Other Coping Measures: 
(Fleishman, 1984). 
Adaptation of (Long, et aI., 1992) version of Ways of Coping Checklist by (Bowman & Stem, 1995). 
Adaptation of Health and Daily Living coping measure (Moos, et a!., (1987) see Koeske, et a!., (1993». 
Supportive feedback (Coriell & Cohen, 1995). 
Work-Specific Episodic Work Related Measures1: 
Coping effort measure (Menaghan & Merves, 1984). 
Assessment of Work Related Coping (Latack, 1986). 
Coping Checklist (Dewe, 1987; Dewe & Guest, 1990; Dewe, 1991b; Dewe, 1993a). 
Qualitative/quantitative derivation of measure for supervisors/workers (Dewe, 1989). 
Coping in Engineers (Newton & Keenan, 1985). 
Coping in Intensive Care (Lewis & Robinson, 1991). 
Coping in Health Care Workers (Rees & Cooper, 1992). 
Coping resources in Medical Students (Grossman, et aI., 1987). 
General Work-Related Measures3 : 
Coping in Nurses (Parasuraman & Hansen, (1987) from Parasuraman and Cleek (1984». 
Open Ended Interview Schedules: 
Coping in Health Service Workers (Shinn, et aI., 1993; Shinn, et a!., 1984). 
Ways of Coping in ICU Nurses (Becker-Cams, et aI., 1989). 
Key: 
I Situation-specific measures of coping derived from general life domains applied to worksetting. 
1 Situation-specific measures of coping constructed specifically for a group of workers. 
3 Dispositional measure of coping constructedfor a specific worksetting. 
3.3.2.2 Work-specific measures of coping 
In addition to the work-related inventories previously described, measures of coping have been designed 
specifically for use in the worksetting, using traditional construction approaches (Menaghan & Merves, 
1984; Latack, 1986; Dewe, 1987; Dewe, 1989; Dewe, 1991b; Dewe, 1993a), and more open-ended item 
generation formats (Shinn, et aI., 1984; Shinn, et aI., 1993). Coping effort has been shown to divide into 
"direct action", "optimistic comparisons", "selective ignoring', and "restricted expectations" factors 
(Menaghan & Merves, 1984), and into three areas of work related concern, with clusters of "controf', 
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"escape" and "symptom management' (Latack, 1986). Evidence of coping consistency was found 
across work related situations, with the use of problem-focused approaches less likely in highly stressful 
situations with this measure (Latack, 1986). 
Dewe, (1989) has offered an alternative to the amendment of existing non-work specific checklists of 
coping for use in the worksetting, using both qualitative and quantitative methods to produce a series of 
critical incident scenarios and a checklist of coping behaviours. Following presentation of a 63 item 
measure to four occupational groupings, e.g. nurses, teachers, insurance workers and church ministers, 
content and factor analysis revealed differences among factors for each set of workers. A six factor 
structure of "problem oriented behaviour ", "trying to unwind and put things into perspective ", 
"express feelings offrustration", "keeping the problem to yourself', "accept the job as it is, and not let 
it get to you", "passive strategies for handling the situation" was found with trained nurses (Dewe, 
1987; Dewe, 1993a). 
This examination of work-related and work-specific measures of coping has revealed that coping has 
both problem and emotion targets across these life domains, and that each broad dimension of coping 
may be further sub-divided into behavioural or cognitive methods. Furthermore, it may be seen that 
certain forms of coping behaviour may be associated with either adaptive or more negative outcomes. 
Based upon this review of the factor structure of coping, this large body of empirical evidence has 
generally supported the functional architecture of coping suggested by Steptoe, (1990). 
3.4 Locus of control, coping, physical and mental well-being 
The influence of a range of personality dimensions on coping have been described recently, i.e. 
"neuroticism", "extraversion" (McCrae & Costa, 1986; Parkes, 1990), attributional styles (Brewin & 
MacCarthy, 1989; Hilsman & Garber, 1995), dispositional tendencies such as optimism and self-
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consciousness (Scheier & Carver, 1985; Aspinwall & Taylor, 1992; Scheier & Carver, 1992; Peacock & 
Wong, 1996), esteem and self-efficacy beliefs (Aspinwall & Taylor, 1992), and generalised control 
beliefs (Parkes, 1984; Parkes, 1988; Payne, 1988; Hurrell & Murphy, 1991; Parkes, 1991; Parkes, 
1994). Additionally, the existence of relatively stable coping styles and repertoires may reflect the 
operation of higher cognitive processes such as generalised control beliefs (Fleming, et ai., 1984; 
Scheier & Carver, 1985; Scheier & Carver, 1992). 
A range of views exist regarding the role of personality in the relationship between stress and affective 
outcome. Both coping and personality may effect such outcomes, with coping mediating the relationship 
between neuroticism and distress, for example (Bolger, 1990). Individual differences may have an 
influence on the relationship between exposure to stressful events in the work setting and health 
outcomes. This may operate via self-selection processes at career entry, as a result of dispositional 
tendencies to attempt to change the work setting, or as a result of relatively stable attributional and 
appraisal styles which influence the use of adaptive or maladaptive coping behaviours in response to 
stress (Parkes, 1989; Kasl & Rapp, 1991). 
Alternatively, it has been stated that, "coping is more relevant to stressful encounters than personality" 
(Steptoe, 1991, p209). Personality may only influence stress outcomes at certain stages of the coping 
process, with situational or cultural determinants more salient to the prediction of coping in many 
situations. Additionally, the same coping strategies may be used by people with differing individual 
characteristics, although such differences may influence access to more adaptive strategies (Aspinwall & 
Taylor, 1992). Coping may also moderate the effect of personality on outcome, with the co-joint or 
interactive operation of such additional moderational variables influencing the relationship between 
stress and physical or mental well-being (Parkes, 1994). Personality is one of the mUltiple influences of 
coping choice, with situational and role demands, cognitive appraisal, and cultural practices likely to 
exert influence (Aldwin & Revenson, 1987). 
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The importance of outcome expectancies in the link between stress and disorder have been emphasised 
by theories of motivated action such as locus of control (Rotter, 1966; Brewin & MacCarthy, 1989). 
With the impact of stress on cognitive, emotional and perceptual processes leading to unhelpful patterns 
of behaviour as a result of such generalised control expectancies, such beliefs may be a major 
determinant of whether a person strives towards a goal or merely gives up (Scheier & Carver, 1992). 
The clear distinction between generalised (Rotter, 1966), and situational control beliefs which form part 
of secondary appraisal (Fleming, et aI., 1984), and the relation of both to coping effort and persistence 
has been noted (Folkman, 1984). 
Locus of control has been defmed as the, "belief that outcomes (reinforcements) are either due to 
personal factors (internality) or caused by factors external to the individual (i.e. fate, chance, or 
significant others)" (Cox & Ferguson, 1991, p 17). Control may also be considered at the level of 
objective work characteristics, with "intrinsic" and "extrinsic" levels of control, distinguishing 
individual control over ajob, from control of work conditions arising from a more organisational source 
(Parkes, 1989). Selection of a control-based coping strategy is based on an assumption that the person 
can deal with the consequences of this behavioural strategy in such difficult situations (Fleming, et al., 
1984), with perceived control beliefs acting as an effective coping resource (Aspinwall & Taylor, 1992). 
Arising from judgements of generalised reinforcement expectancies (Hurrell & Murphy, 1991), control 
beliefs are seen to exert a moderational effect, with more effective and flexible coping responses 
reported by internal individuals (Parkes, 1984; Hurrell & Murphy, 1991). Such beliefs have been 
linked to an optimistic outlook (Myers & Brewin, 1996). 
Generalised control beliefs may reduce the perceived stressfulness of demanding situations (Hurrell & 
Murphy, 1991), with those tending to perceive stressors as controllable more likely to target coping 
effort towards the problem, and show more confidence in dealing with it. Internals tend to defme 
situations as within their control, attempt greater control over their environments, show greater 
information seeking, information use and subsequent learning. They are more likely to use active 
"problem-/ocused' coping strategies, tend to perceive less stress arising from a situation, are more 
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resistant to the hannful effects of stress, and may show less stressor-related health effects than externals 
(Edwards, 1988; Payne, 1988; Parkes, 1994). Externals tend to experience high levels of stress despite 
the absence of life changes (Lefcourt, et aI., 1981), are less likely to use effective coping strategies, and 
tend to persist in high stress conditions (Folkman, 1984; Parkes, 1991). The failure to establish control 
in recurrent stressful situations, often reported by externals, may lead to frustration and the 
reinforcement of feelings helplessness (Fleming, et aI., 1984; Folkman, 1984). Additionally, locus of 
control has been shown to moderate the relationship between perceived demand/discretion and affective 
distress, and is likely to influence affective rather than behavioural reactions originating from the work 
situation (Parkes, 1991). While locus of control may influence the coping strategies used to manage 
everyday problems associated with distress, the appraisal processes which mediate the relationship 
between locus of control and coping are an important determinant of coping selection in any situation 
(Rotter, 1966; Parkes, 1984). Those with an internal control orientation tend to show adaptive coping 
flexibility across situations varying in control possibilities (parkes, 1984; Lester, et aI., 1994). 
A range of inventories exist to measure the locus of control construct for different groups and settings. 
These include measures for students in academic settings (Rotter, 1966; Findley & Cooper, 1983; 
Ferguson, 1993), for the general population in a non-work specific situation (Paulus, 1983), and for 
general workers in specific work-related settings (Spector, 1988). Disease-specific measures of control 
have also been developed, see (Bowling, 1995). 
3.5 What is known about coping strategies in health 
professionals 
Examination of the functional architecture of coping in non-work and work situations has clearly 
revealed the range of coping options available to an individual (Steptoe, 1991). In the general 
worksetting, it has been suggested that that, "all coping deals with the emotional correlates of stressful 
events and creates a sense of control' (Cox & Ferguson, 1991, p 13). There is also considerable 
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evidence of a general occupational bias towards the use of ''problem-focused' coping methods 
(Menaghan & Merves, 1984), with "problem-focused' coping used more in general worksettings than in 
either interpersonal or health contexts (Billings & Moos, 1981). The use of avoidant coping may confer 
limited advantage in the worksetting, regardless of timeframe (Koeske, et aI., 1993; Bowman & Stern, 
1995), in contrast to the short-term benefits seen in physiological and psychological terms in non-work 
settings (Cohen & Lazarus, 1973; Greer, et aI., 1979). In the general worksetting, such avoidant 
strategies are generally associated with restricted access to social resources (Billings & Moos, 1981). 
In the general worksetting, younger workers have been found to use proportionally more "problem-
focused' behaviours than more mature respondents, who tend to report more emotionally-targeted 
behaviour and cognition (Lazarus & Folkman, 1987). Additionally, females tend to use more "emotion-
focused' coping behaviours than men (Pearl in & Schooler, 1978). However, this may be related to the 
limited control opportunities available to many women (Long & Haney, 1988; Long, et aI., 1992; Long 
& Flood, 1993). The positive association between educational attainment, income and active coping 
behaviours has also been reported (Pearlin & Schooler, 1978; Billings & Moos, 1981). 
The research on stress and coping in the health professions has tended to focus on the distress or 
dissatisfaction produced by stressful aspects of the job, and far less on how workers manage the 
demands that threaten to, or do exceed their resources. This is particularly the case for the medical 
profession, with research on coping in frrst level and student nurses more readily available. Despite this, 
evidence regarding the functional architecture of coping across health professionals derived from studies 
adopting a transactional perspective may be found, and will now be reviewed. 
78 
3.5.1 The medical profession 
The literature on coping by qualified doctors and medical students generally recommends that distressed 
practitioners be taught stress management techniques, such as anxiety management. There are few 
studies which measure the situational or dispositional coping behaviours reported by the medical 
profession, despite evidence of the impact of stress on both physiological and behavioural function 
(Friedman, et aI., 1973; Kiecolt-Glaser, et aI., 1986). 
One of the few studies to examine coping in qualified doctors made comparison between coping 
strategies reported by physicians who thrived at work, versus those who showed less adaptation. Those 
individuals who thrived tended to cope by "postponing thinking about problems", "monitoring and 
trying to minimisejatigue", "having regular holidays", "not abusing drugs and a/cohof', "maintaining 
stable relationships", "exercising" and "retaining a sense oj humour". The overworked, distressed 
respondent reported the converse of many of these emotionally focused cognitive and behavioural 
strategies (Walker, 1980). 
There are a number of studies which have examined the coping reported by medical students. One 
examined the coping resources profiles of male and female medical students shortly after entry to 
medical school (Grossman, et aI., 1987). Students were found to bring, and apply, a range of different 
cognitive and behavioural coping resources to their training. Males showed greater personal mastery 
beliefs, attributing success to their own abilities, while females showed external mastery beliefs 
attributing success more to their hard work, rather than to their intrinsic abilities. Women students 
showed greater use of friends for emotional support than men, who collaborated with peers to "beat the 
system" . A further study using subjective student reports gathered during a structured interview found 
that "passive" forms of coping in the form of avoiding stressful patient encounters were associated with 
skill deficits, such as history taking by medical students (Alexander, et aI., 1972). The adaptation of the 
Ways of Coping Checklist (Lazarus & Folkman, 1984) for use with this group of student health 
professionals revealed the negative relationship of "problem-focused' coping to distress (V italiano, et 
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aI., 1988; Vitaliano, et aI., 1989). Students whose Perceived Medical Stress Scores (PMSS) got worse, 
or stayed high from September to May reported fewer ''problem-solving' coping and more "emotion-
focused' strategies when compared to students whose PMSS scores got better, or stayed low (Vitaliano, 
et aI., 1989). 
3.5.2 Trained nurses 
A range of factor structures of coping have been reported in general medicaVsurgical nurses (Dewe, 
1987; Dewe, 1993a) and in nurses working in more specialist settings (Ehrenfeld, 1990; Lewis & 
Robinson, 1991; Schaefer & Peterson, 1992). These studies have largely confirmed the existence of 
cognitive and behavioural dimensions of problem-focused and emotion-focused coping for this 
occupational grouping. Reports of a general adaptive occupational bias towards the use of ''problem-
focused' coping methods (Menaghan & Merves, 1984), are apparent across a range of studies 
examining coping in trained nurses and other health care workers (Latack, 1986; Bargagliotti & 
Trygstad, 1987; Tyler & Cushway, 1992; Koeske, et aI., 1993). Additionally, with trained nurses, the 
adaptive impact of ''problem-focused' coping may be moderated by the type of stressor encountered 
(Becker-Carus, et aI., 1989), the level of perceived job-related stress (Dewe, 1993b), the level of 
perceived workload (Parasuraman & Hansen, 1987), and the control opportunities perceived in a 
situation (Koeske, et aI., 1993; Bowman & Stem, 1995). While many of these issues require further 
clarification due to the cross-sectional methodologies employed (McLaughlin & Erdman, 1992; Dewe, 
1993a), longitudinal studies have provided additional evidence regarding the overall adaptive impact of 
active problem-focused forms of coping, e.g. (Koeske, et aI., 1993). 
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3.5.2.1 What is the/actor structure 0/ coping/or trained nurses? 
Following preliminary elaborations of the broad methods of coping used by nurses in stressful situations 
(Dewe, 1987; Dewe, 1991a), a more detailed factor structure underlying 53 items of a single problem-
focused and five emotion-orientated strategies has been revealed (Dewe, 1993a), see section 3.3.2.2 .. 
Other studies have outlined the factor structure of the coping reported by trained nurses in 
medicaVsurgical settings. These include reports of ''problem solving' ''problem-reappraisaf', and 
"avoidance" factors (Bowman & Stem, 1995), and structures of "problem-oriented', "appraisal 
focused', "behavioural strategies" and "social support" coping (Jaloweic, et al., 1984). Factors of 
"active problem solving", "comforting cognitions" and "palliative coping" (Boumans & Landeweerd, 
1992), and "adaptive" and "maladaptive" coping strategies have also been described (Parasuraman & 
Hansen, 1987). 
Additional coping structures have been revealed for nurses working in specific specialist settings, with 
intensive care nurses reporting the use of "relaxation techniques", "exercise", "discussing problems with 
others", use of "alcohof', "drugs", "smoking', "overeating' and "going absent' as coping methods 
(Lewis & Robinson, 1991). The revised laloweic Coping Scale (1989) has outlined eight conceptual 
themes for intensive care nurses with "conjrontationaf', "evasive", "optimistic", "fatalistic", "emotive", 
"palliative", "supportive", and "self-reliant' coping apparent (see Schaefer & Peterson, 1992). Finally, 
with intensive case managers a coping structure of"controf' and "avoidance" coping has been reported 
(Koeske, et aI., 1993). Both cognitive and behavioural components of"emotion-!ocused' and ''problem-
focused' coping are apparent across these studies. 
3.5.2.2 Are particular types 0/ coping generally associated with adaptive outcomes? 
Working with medical and surgical nurses, Boumans and Landeweerd, (1992) found that active 
''problem-solving'' coping had a main effect on strain outcomes, with ''problem-solving' associated with 
81 
few mental and physical effects of perceived work stress, irrespective of the level of job condition. 
More passive and avoidant forms of coping, such as "comforting cognitions" were shown to have a 
positive association with physical health complaints, with longer term use of such self-assurance 
strategies associated with the breakdown of adaptation. Further studies targeting general nurses have 
confirmed that "active" coping strategies are generally more effective than "avoidance" based methods, 
with the combination of avoidant coping and excessive workload linked to negative mental health 
outcomes (Tyler & Cushway, 1992). Additionally, not using "wishful thinking" has been associated 
with positive stress outcomes in the form of low levels of anxiety, depression and high levels of job 
satisfaction, in an earlier study of medical and surgical nurses (Bargagliotti & Trygstad, 1987). 
For surgical nurses, reports of greater reliance on all forms of coping was predictive of high levels 
stressor frequency, with nurses who relied mainly on active "problem-focused' methods likely to report 
high levels of stress (Dewe, 1 993a). Reliance on more passive "emotion-focused' strategies was likely 
to result in greater levels of negative tension and fatigue outcomes for many categories of stressor 
(Dewe, 1993a). A further study has also shown that brain injury nurses using "problem-solving' coping 
tended to report higher psychological distress scores (McLaughlin & Erdman, 1992). 
For ICU nurses, "optimistic humour" has been associated with reductions in emotional distress, 
however, this strategy was perceived as less effective than the first choice of "confrontational coping' 
(Schaefer & Peterson, 1992). "Supportive coping' was perceived as less effective than "optimistic 
coping", largely because of the unavailability of coping resources in an understaffed environment. 
Additionally, while older nurses working in intensive care tended not to seek help in difficult situations, 
nurses who had worked in this speciality for a longer period used less avoidance (Ehrenfeld, 1990). 
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3.5.2.3 Is problem-focused coping always appropriate? 
The tendency for nurses to adopt different forms of coping in differing clinical situations has been 
explored recently (Parasuraman & Hansen, 1987; Becker-Carus, et aI., 1989; Dewe, 1993b; Bowman & 
Stern, 1995). The use of "problem-focused' coping may not be appropriate in all situations. 
Intensive care nurses tend to use individual, active, externally-orientated coping strategies in stressful 
situations of a more occupational nature, e.g. dealing with "excessive workloads" and "emergencies", 
and more passive coping strategies in more personally relevant and emotionally loaded situations such 
as the "death of a well known and liked patienf' (Becker-Carus, et aI., 1989). However, nurses 
generally tended to report more satisfaction with the use of "problem-focused' coping, particularly in 
the occupational scenarios generated in this study. 
In a further study, reports of exposure to many job-related stressors by general nurses, were associated 
high levels of tension and fatigue. The coping strategy of "accepting the job as it is" was associated 
with low levels of tension and fatigue arising from such work stressors (Dewe, 1993a). The association 
of "avoidant' or ''passive'' forms of coping with "low" stress group membership was thought to result 
from the low control opportunities perceived by nurses in many of the stressful situations encountered. 
In highly stressful situations perceived as unamenable to change, such a ''passive'' coping strategy may 
have conferred some adaptive advantage over ''problem-focused' strategies (Dewe, 1993a). While high 
scores on "problem-oriented behaviour" predicted "high" stress group membership, due to the cross-
sectional nature of the study it was not possible to determine the causal direction of the coping-stress 
relationship, i.e. to ascertain whether "problem-focused' coping Was shown as attempt to manage stress, 
or contributed to perceptions of stress for this group. Further evidence has highlighted the differential 
use of ''problem-solving' coping in moderate work demand situations perceived to be amenable to 
change, and the use of more emotion-focused strategies in high demand, less controllable situations 
(Parasuraman & Hansen, 1987; Bowman & Stern, 1995). Furthermore, the short-term adaptive potential 
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of "avoidance" coping often seen in a wider life stress context may not be apparent in this occupational 
setting (Bowman & Stem, 1995). 
3.5.3 Student nurses 
The majority of work on the coping of student nurses has been carried out by Katherine Parkes in the 
early 80's in initial educational and practice settings (Parkes, 1980a; Parkes, 1980b; Parkes, 1982; 
Parkes, 1983; Parkes, 1984; Parkes, 1985; Parkes, 1987). First year students were given a range of 
questionnaires during the last week of an introductory block, with semi-structured interviews carried out 
throughout their initial series of ward placements. Using this approach evidence of the adaptive 
potential of active coping strategies was provided (Parkes, 1990). Additionally, the influence of 
generalised control beliefs was highlighted, with internal students showing adaptive flexibility in the 
selection of coping behaviours across a range of stressful work situations (Parkes, 1984). 
A major element of this contribution was the amendment of a version of the Ways of Coping 
questionnaire originating from the work of (Coyne, et al., 1981), and its presentation to 171 student 
nurses in their ftrst year of study, over a four year period (Parkes, 1984). Following the provision of a 
qualitative description of the most demanding/disturbing stressful situation encountered in the previous 
month during an initial series of clinical placements, student nurses completed the adapted version of the 
Ways of Coping Checklist (Coyne, et aI., 1981). Following deletion of items loading weakly on the 
principal component, a further principal components analysis of 44 retained items revealed three factors 
in an unrotated varimax solution. The resulting general and two bipolar factors were named, "generaf', 
"direct', and" "suppression "" coping. 
"General" coping reflected student tendencies to use cognitive and behavioural coping strategies in 
difficult situations, and was described initially as representing student coping repertoire (Parkes, 1986), 
prior to a recent review (Parkes, 1994). A more specific factor of "direct" coping contained positively 
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loading items which reflected student attempts to use rational problem-focused strategies to change, or 
manage the stressful situation. Negatively loading items included emotionally based items such as 
fantasy, wishful thinking and hostility. Students reporting the use of "direct" coping used 
predominantly more positively loaded than negatively loaded items. The second specific factor was 
called "suppression" coping, and reflected coping effort aimed at suppressing thoughts of the situation, 
inhibiting action and carrying on as if nothing has happened. Including both problem-focused and 
emotion-focused strategies, "direct" and "suppression" coping were both potentially adaptive strategies. 
Cronbach's alpha exceeded. 70 for all scales, with the exception of "suppression coping", with (1=.56. 
Parkes, (1984) focused on the identification of coping strategies used by student nurses, to respond to 
the demanding situations facing them in initial clinical settings (Parkes, 1985). The relationship between 
generalised control beliefs, i.e. locus of control (Rotter, 1966), and specific situational appraisals of 
importance and control in the selection of coping strategies was investigated, using a range of regression 
analyses. At a bivariate level, locus of control had a negative correlation with "direct" coping, with 
internal students reporting higher "direct" coping scores using proportionally more rational problem-
solving coping behaviours. Internal students rated their reported stressful situation as of less importance 
than externals who tended to attach more consequence to their situation. Locus of control did not 
influence reports of situational control evaluations of which "must accept" and "mixed" appraisals were 
more common than "could change" appraisals. 
This series of regression analyses revealed that mediation of the relationship between locus of control 
and coping by subjective situational control appraisals, was strongest for "general" coping. For the 
qualitative, self-reported situations which students felt they "could change" or "must accept", internal 
students focused on a limited number of appropriate "general" coping strategies. External students 
reported using more "general" coping strategies in such non-ambiguous situations. For situations in 
which situational control appraisals were more ambiguous or "mixed", internals reported a high number 
of "general" coping strategies reflecting attempts to respond to all possibilities present in the situation. 
Externals showed no such relationship between "mixed" control appraisals and "general" coping use. 
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Internal students showed higher levels of "direct" coping than external students regardless of their 
situational control beliefs. In situations in which students perceived no chance to alter the situation, then 
internal students showed low "direct" coping and high "suppression" scores. In situations perceived as 
amenable to change, internal students showed high "direct" coping and low "suppression". In similar 
situations external students showed high "suppression" and low "direct' scores despite their situational 
beliefs. The conclusion that internal students could change their coping responses in potentially 
adaptive ways, with external students showing potentially maladaptive minimal alteration in coping use 
was made (Parkes, 1984). A more interactive relationship was apparent between locus of control and 
situational appraisals in predicting coping use for "direct" and "suppression" coping, than for 
"generaf' coping. 
In this series of studies, Parkes has shown the adaptive impact of "direct" coping use (Parkes, 1984; 
Parkes, 1990), that individual differences, such as generalised control beliefs, were associated with the 
use of active problem-focused and other strategies (Parkes, 1984; Parkes, 1987). Parkes has also 
presented evidence that characteristics of the situation itself may affect coping use (Parkes, 1986), with 
clearly defined situations making situational coping more likely, and ambiguous situations more likely 
to promote dispositionally-related coping (Parkes, 1986). 
3.6 What is known about coping strategies in students in 
higher education 
In common with many other areas of psychological research, work in the area of coping has relied 
heavily on the use of student volunteers for the derivation of coping measures, e.g. (Carver, et aI., 1988; 
Carver, et aI., 1989; Carver & Scheier, 1994). Beyond this, the coping strategies of students in response 
to the universal stressors facing individuals in an educational context has been studied. Aspects of 
student life examined have included, adaptation to college life (Fisher, 1988; Fisher & Hood, 1988; 
Robbins, et aI., 1991; Aspinwall & Taylor, 1992; Carey, 1993; Coriell & Cohen, 1995), the use and 
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development of study skills (Bond & Feather, 1988; Blankstein, et aI., 1989; Brown, 1991; MacNair & 
Elliot, 1992), and the emotional reactions of students to examinations (Folkman & Lazarus, 1985; Smith 
& Ellsworth, 1987; Abella & Heslin, 1989; Drumheller, et aI., 1991). Other studies have examined 
individual biases which may operate in students (Cantor & Norem, 1989), and have identified predictors 
of distress for students (Hilsman & Garber, 1995). 
The transition from home to university can be a stressful time for many students, with students 
experiencing absentmindedness, cognitive failure, affective distress, and reporting feelings of 
homesickness (Fisher & Hood, 1987). High levels of homesickness may be more apparent in students 
who had not been to boarding school, or who were less likely to have taken had holidays away from 
home prior to leaving for university. Reports of homesickness are thought to be related to an adjustment 
to novel psychosocial settings, and the restricted availability of coping resources such as "self-
resourcefulness". Such reports are more related to loss and separation issues than a response to new 
academic demands facing individual students (Fisher & Hood, 1988). 
Other studies looking at student adaptation to College life have shown the positive impact of coping 
resources such as control beliefs and optimism to overall levels of well-being, adaptive coping use and 
physical health (Aspinwall & Taylor, 1992). Cognitive-behavioural reactions of irritability and 
impatience shown by students in adapting to new college settings were likely to have a negative impact 
on the physical health of students, with "achievement striving' the best predictor of academic 
expectation and performance (Robbins, et aI., 1991). The ability to accurately perceive and recognise 
support received from attentive and supportive relationships may also reduce the stressfulness of 
academic stressors such as examinations (Coriell & Cohen, 1995). 
Variation in individual reactions of students to the academic goals facing them may also contribute to 
the stress experience. Those students assigning high value to the setting and attainment of academic 
goals were more likely to show study persistence, and allocate sufficient time to the studies in order to 
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meet their self-directed goals (Bond & Feather, 1988). Students assigning greater value to the social 
aspects of College life may be more likely to drink heavily on entry to higher education, particularly if 
such behaviour leads to a reduction in the unpleasant emotion associated with adjustment (Carey, 1993). 
Other students may cope with unavoidable academic demands by engaging in procrastination (Brown, 
1991), and may need assistance to structure and manage their time in a more efficient manner. The 
ability to manage time effectively has been linked to positive mental health (Warr, 1987; Bond & 
Feather, 1988). 
The ability of students to cope with academic demands and develop adaptive study skills seems to be 
largely dependent on the acquisition of problem solving abilities (MacNair & Elliot, 1992). With skill 
dimensions of problem solving ability including "approach-avoidance", "problem-solving confidence" 
and "personal controf' elements (MacNair & Elliot, 1992), effective problem solving includes the 
searching for information, analysis of the problem, generation of alternatives for action, and the 
weighing of alternative courses of action relative to desired outcome (MacNair & Elliot, 1992). 
Problem-solving behaviours have been associated with internally orientated generalised control beliefs, 
adaptive study habits, and high levels of goal directed action (MacNair & Elliot, 1992). High levels of 
self-perceived problem solving abilities may also predict "problem-focused' coping use, with students 
reporting such self-efficacy beliefs more likely to approach a problem and generate potential solutions. 
Furthermore, the inability to problem-solve may be related to difficulties in emotional arousal regulation 
in stressful situations, and may reflect the influence of perceived problem solving ability on coping 
selection and use in difficult situations (MacNair & Elliot, 1992). 
The most intense academic stressor for many students in higher education remains the examination. 
Some students react to such summative assessment demands by becoming overly anxious, and showing 
phobic reactions to test taking. Test anxiety is a multi-component concept, with the typical test-anxious 
student showing negative self-cognitions, poor problem solving skills, and ineffective test taking 
strategies (Blankstein, et aI., 1989). In particular, perceptions of limited personal control, low problem-
solving confidence and an "avoidant' coping style in relation to problem solving may be generally 
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apparent. While such individuals tend to rely on "emotion-focused' coping, the valence of their 
emotional life tends to be predominantly negative. 
The examination process has been described as comprising anticipatory, waiting and outcome stages 
(Folkman & Lazarus, 1985). Each of these stages differ in terms of the ambiguities facing the student. 
A range of studies have examined the relationship between coping, emotion and the appraisal processes 
at each of these stages. Students scoring well on an examination, generally tend to rate the assessment 
as pleasant and fair, with reports of happiness often combined with hope and challenge appraisals 
following the immediate receipt of grades. Conversely those receiving low grades tend to rate the 
examination as unpleasant/unfair, with their fear and guilt appraisals conjointly related to reports of 
anger (Smith & Ellsworth, 1987). High levels of anticipatory threat and challenge appraisals reported in 
the anticipatory and waiting stages have been shown to precede outcome appraisals of either benefit or 
harm depending upon the grade averages received by students (Folkman & Lazarus, 1985). Over the 
course of an examination, patterns of coping use have been shown to change with a reduction in 
''problem-focused' coping use from anticipatory to waiting stages. The use of "wishful thinking' and 
"distancing' tends to reduce significantly from waiting to outcome stages, with the type of coping 
shown at outcome reflecting the marks obtained. During the outcome stage, appraisals of harm are 
generally predicted by the earlier use of "self-blame" and "Wishful thinking' coping strategies. 
The work of Folkman & Lazarus, (1985) has been extended in a number of ways, with a replication 
examining the coping process during the three stages of an examination for high and low-stress students 
(Drumheller, et al., 1991), and examining the effect of congruence between outcome expectations and 
the coping used before an examination on the prediction of emotional reactions during the waiting stage 
(Abella & Heslin, 1989). While "high/low" stress groups showed no difference in appraisals at 
preparation and waiting stages, in the outcome stage a "low-stress" group reported fewer threatlharm 
and more benefit appraisals, and consistently reported less ''problem-focused', "self-blame", and 
"isolation" coping than their "high-stress" colleagues during all stages of the examination (Drumheller, 
et al., 1991). Additionally, with "low-stress" students reporting less "wishful thinking' and "seeking 
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social supporf' coping at the outcome stage after receiving their grades, it seems likely that the coping 
patterns of "high-stress" students may have lead to an exhaustion of coping resources (Drumheller, et 
aI., 1991). Considering "high/low" groupings simultaneously, those students with greater academic 
resources reported greater challenge appraisals during the anticipatory stage, and were more confident 
while waiting for their results (Drumheller, et aI., 1991). Changing the patterns of coping behaviour 
shown in response to such academic stressors, and increasing the academic coping resources available to 
the student may lead to a reduction in perceived stress. 
Individual differences in outcome expectancies may also have some relevance to examination 
performance, with expectancy appraisals and coping interacting to influence the emotion expressed at 
different stages of the examination (Abella & Heslin, 1989). The congruence between coping responses 
and outcome expectancy beliefs reported prior to students receiving grade marks may also predict 
adaptational outcomes. (Abella & Heslin, 1989). In predicting post-event emotion, those students who 
expected to do well, but who engaged in "avoidant' coping reported low positive emotion following the 
examination. Conversely, those students who expected to do well, and who used high levels of "active" 
coping prior to the examination, experienced positive affect afterwards. Additionally, high levels of 
"active" coping use by students reporting unfavourable expectations prior to the examination were 
associated with high levels of negative emotion afterwards. The possibility that emotional outcomes 
may be predicted from the appraisal and coping processes reported before the stressful event may have 
important implications for the support of students around examination time. Coping in a manner which 
is incongruent with individual outcome expectations/expectancies has been shown to be a less than an 
adaptive strategy associated with significant negative emotion (Abella & Heslin, 1989). See section 
6.4.2. relating this coping in students material to the informational content and therapeutic methods of a 
stress reduction/management intervention. 
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4. Distress, stress and coping in first year 
student nurses: A screening study 
4.1 Introduction 
Occupational mental health and affective well-being among student health professionals has been the 
focus of increased study in recent years, and this has led to identification of the levels of distress, 
sources of stress and coping strategies reported by student nurses and other health professionals. Studies 
in this area have been underpinned almost exclusively by transactional models of distress, stress and 
coping, see sections 3.5.1- 3.5.3. 
4.1.1 Rationale for study 
The recent literature has shown that students generally show inflated levels of distress when compared 
to community norms (Cahir & Moris, 1991), and that medical students tend to be reliably more 
distressed than other students in higher education, particularly during the early stages of the course 
(O'Meara, et aI., 1994). With medical students reporting levels of distress exceeded only on 
qualification (Firth-Cozens, 1987), medical students and newly qualified practitioners represent a 
"bench-mark" group against which to gauge the distress of other student health professionals, early in 
training. Notably, the distress reported by student nurses in some settings may exceed levels reported by 
medical students (Beck & Srivastava, 1991). 
With student health professionals facing a range of academic, clinical, and interface sources of stress in 
their preparation (Bjorksten, et aI., 1983; Notrnan, et aI., 1984; Wolf, et aI., 1998), problematic 
situations can arise from domains other than the "schoof', and "non-schoof' sources experienced by 
general students in higher education, i.e. (Crandall, et aI., 1992). The impact of situational stressors on 
student nurses are likely to be most apparent early in their training, i.e. specifically around the time of 
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initial hospital experiences. With high levels of anxiety likely to disrupt learning and clinical skill 
development in vulnerable novice students (Alexander, et aI., 1972), such high levels of distress may be 
seen throughout the entire training of student health professionals (Wolf, et aI., 1998), see sections 2.3.1 
and 2.3.3. In addition, examination of the adaptive and maladaptive coping strategies used by student 
nurses in initial clinical placements has shown the adaptive potential of Direct Coping use (Parkes, 
1982; Parkes, 1984; Parkes, 1986). This mirrors the evidence of an occupational bias towards the use of 
"problem-focused' coping seen in trained nurses, see sections 3.5.2 and 3.5.3. 
The recent introduction of the 1992 scheme of training in Scotland has marked the transition of nurse 
education from a low academic status training to a diploma preparation within a higher education 
setting, and has been linked to an increase in student stress (Hamill, 1995). The introduction of a new 
academic training has necessitated a re-examination of the levels of distress, the sources of stress and the 
coping strategies used by students with the aim of reducing distress levels reported by students early in 
training. It may not be taken for granted that the stress experienced by earlier students will be similar 
for those studying today, given the widespread changes in educational settings, and the pressures facing 
clinical staff (Tyler & Cushway, 1992). 
This present screening study represented the first step in the process of worksite stress reduction. The 
screening/intervention process adopted here followed that suggested by Murphy & Hurrell, (1987), and 
involved screening employees at an individual level, prior to running and evaluating a stress 
management intervention set at an individual/interface level (see Chapter 6). The provision of an 
organisational screen/intervention adopting a relational defmition of stress represented the fmal stage 
(see Chapter 7 for future directions, and Appendix 4 for a proposal to run an organisational screening 
study). Such a multi-level approach would allow the disaggregation of specific "active" components of 
such a series of interventions. 
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Studies examining the impact of distress in student health professionals have generally used context-free 
measures of affective distress, and many of the sources of stress experienced early in training, have been 
included in the Beck and Srivastava Stress Inventory, B.S.S.I. (Beck & Srivastava, 1991). An 
adaptation of the Ways of Coping Checklist (Coyne, et aI., 1981) by Parkes, (1984) remains the sole 
measure developed for use with student nurses which reflects the complexity of the architecture of 
coping (Steptoe, 1991). Adoption of a cross-situational approach to the measurement of coping is likely 
to generate a more reliable index of coping repertoire, with measurement less likely to be confounded by 
single-situation reports arising from different stages of the coping process (Parkes, 1994). The 
collection of an aggregate of coping behaviours from a single survey is likely to ensure a superior return 
rate compared to the use of a repeated survey approach, while restricting such retrospective accounts to 
a relatively short period is likely to reduce recall bias effects seen with distressed participants (Newton, 
1989). The use of this measure of student nurse coping in a cross-situational manner remains within the 
spirit of the transactional approach, in a similar manner claimed by recent studies e.g. (Shinn, et aI., 
1984; Shinn, et aI., 1993). The Marlowe-Crown Social Desirability Index (Crown & Marlowe, 1960) 
allows for the control of spurious associations between reports of stress and distress which may be seen 
as a result of this aspect of personality which is related to negative affect. Other relevant variables such 
as Locus of Control (Rotter, 1966), relative weight, and self-reports of smoking were not included in 
the situational screen for fear of overloading students with assessment materials. 
4.1.2 Aim of the study 
The aim of the present study, adopting an transactional perspective, was to describe the levels of distress 
experienced, the perceived sources of stress reported, the coping strategies used by students around the 
time of their frrst hospital placement, and the associations between these variables. The need to control 
for personalogical variables representing response style tendencies such as social desirability has been 
shown (Crown & Marlowe, 1960). The impact of the 1992 scheme of nurse education on the student 
nurse must be ascertained, to fmd out if a problem exists with this extended academic training, or not. 
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The appropriateness of providing a screening study early in training, when sources of stress were likely 
to be at their most intense (Beck & Srivastava, 1991; Bramness, et aI., 1991), and comparing levels of 
distress seen locally with those provided by nursing students across all stages of a degree programme, 
and with other student and recently qualified health professionals has been established, see sections 2.3 
and 2.4. Early identification of distressed students by this screening study may allow the design, 
provision and evaluation of methods for reducing affective distress. Describing the sources of stress 
and their associations with distress may enable the design of an evidence-based stress management 
intervention to address appropriate issues of concern, and to encourage adaptive coping by participating 
student nurses. 
The introduction of the 1992 scheme of training has meant that student nurses now work towards 
gaining a diploma in higher education instead of a qualification at the certificate level, and while 
students were being asked to perform at this higher educational level, the academic qualifications 
needed to enter nursing were not increased. Perhaps as a result students undertaking this new form of 
professional education in 1992, in a rapidly changing Health Service, seemed to be under a great deal of 
pressure. 
4.1.3 Research questions: 
This study examined the following questions: 
What were the levels of affective distress experienced by student nurses around the time of an 
initial series of hospital placements? 
2 How did these reports of distress compare with levels observed in other groups of referent 
student health professionals, recently qualified practitioners (i.e. junior house officers), and the 
normative female popUlation? 
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3 What were the sources of stress facing student nurses around the time of an initial series of 
hospital placements? 
4 What did students do to cope with the stressful situations associated with their diploma 
preparation, at this time? 
5 Were particular forms of coping associated with adaptive outcomes in student nurses early in 
their preparation? 
4.2 Methods: 
4.2.1 Design 
The study used a cross-sectional, descriptive design to examine a range of variables in two separate 
cohorts of fITst year student nurses at a broadly equivalent point in time early in their training, i.e. before 
and after an initial series of hospital placements. The study did not attempt to demonstrate 
developmental (longitudinal) changes in distress, stress and coping resulting from this initial series of 
experiences. 
4.2.2 Subjects 
The students screened were undergoing a generic Common Foundation Programme before specialising 
at 18 months into the training of their chosen register. Questionnaires were distributed to students 
attending a lecture. All (100%) of those students present completed and returned the questionnaires. 
Ethical permission to screen two cohorts of students had been granted by Tayside Medical Ethics 
Committee. Cohort one consisted of students from 3 branches of nursing, adult nursing, mental health 
nursing and learning disability nursing. Screening took place at week 40 following their fITst clinical 
experience in hospital (which included a medicaVsurgical and psycho-social ward placement). 78.98% 
of this intake, i.e. 109 students returned the questionnaires. Cohort two consisted of students training for 
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the adult, mental health, child and midwifery registers. Screening took place at week 24 before their first 
hospital experience. 92.4% of this intake, i.e. III students returned the questionnaires. 
4.2.3 Procedure 
Students in both cohorts were approached in lecture theatre. All students attending that day were 
screened using four self-report questionnaires. Students were asked not to confer while completing the 
inventories, and were observed to comply with this request, ensuring the confidentiality of individual 
student replies. 
4.2.4 Measures 
The measures used by the study broadly reflected the transactional model of distress, stress and coping 
employed, see Appendix I for measures used in this study. 
Questionnaires 
4.2.4.1 The General Health Questionnaire (30 item version) (Goldberg, 1978). 
Using the GHQ 30 allowed specific comparison of the distress levels of diploma student nurses with 
nursing degree students (Beck & Srivastava, 1991), and with a normative female sample (Cox, et aI., 
1987). This version is commonly used to screen for distress. Each of the items can be scored for the 
presence or absence of distress (GHQ method of scoring) with a score of 5 or more taken as indicating 
significant emotional distress, or on a 4 point scale of distress with scores summed to give a continuous 
measure of distress between 0 and 90. Less conservative cut-offs, i.e. scores of 4 or more, are also used 
(Firth, 1986). Reliability and validity studies with a range of populations have been described recently 
(Goldberg & Williams, 1988). The measure targets the distress experienced in the last few weeks. In 
addition, the GHQ 30 contains the GHQ 12 version embedded within it allowed comparison of student 
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nurse distress with published levels of distress in fourth year medical students (Firth, 1986). 
Comparison of the distress experienced by these same medical students upon qualification was possible, 
in addition (Firth-Cozens, 1987). 
4.2.4.2 The Beck and Srivastava Stress Inventory (Beck & Srivastava, 1991). 
This measure of situational sources of stress consisted of 43 items requiring the student to rate the 
intensity of various experiences typically encountered by nursing students, on a 5 point scale. Students 
were asked to consider the situational sources experienced over the last four weeks, and to provide 
demographic information. This measure was included as it was the most adequate index available in 
1992/93, showing some degree of psychometric adequacy, i.e. internal reliability, face and convergent 
validity (Beck & Srivastava, 1991). In addition, fifteen additional items thought to represent salient 
sources of stress were presented using an identical format. The relevance of these items to the 
measurement of student nurse stress is examined in Chapter 5. 
4.2.4.3 The "Ways ojCoping Questionnaire"(Coyne, et aL, 1981) adapted by 
Parkes, (1984) 
This 44 item questionnaire required the student to report the coping strategies used in a difficult 
situation, and described the "generaf', "direct' and "suppression" coping. Students were asked to 
indicate the coping strategies actually used over the preceding 4 weeks. 
4.2.4.4 The Marlowe-Crowne Social Desirability Scale (Crown & Marlowe, 1960). 
This 33 item measure required the student to chose whether a series of statements were true or false for 
them. This test of response tendency was included to see if the other measures used were affected by 
social desirability bias or denial. 
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4.3 Results 
In both cohorts, all (100%) of those students present in the lecture theatre filled in and answered the 
screening questionnaires described previously. 
Cohort one (N=109) had a mean age of 25.6 years (s.d.=7.lyrs), included 22 males and 87 female 
students; 23.9% of the sample were married; 61.1% lived at home and 31.5% lived in the residences. 
Cohort two (N=III) had a mean age of26.9 years (s.d.=7.9yrs). Of the 18 male and 91 female students 
in this sample, 35% were married, 55% lived at home and 3.6% were living in the residences. 
Since there were relatively few male students it was not possible to examine the nature and sources of 
stress by gender without collapsing both cohorts together to produce a single data set. The data from 
men and women were grouped for the individual cohorts to allow examination of data from two separate 
groups of student nurses. Effects apparent in Cohort one could thus be looked for in Cohort two. 
The majority of participants were adult nursing students (i.e. adult (N=140), mental health (N=45), 
midwifery (N=12), child (N=9), learning disability (N=5», and as a result only "adult versus the rest" 
intergroup comparisons of distress, stress and coping were possible. There were no significant 
differences in the mean levels of distress, sources of stress and the coping strategies reported between 
such groupings in either cohort. No further analyses on inter-branch differences are therefore reported. 
Using the GHQ 30 levels of distress were high in both cohorts, exceeding a conventional cut-off for 
distress, see Table 4.1. 
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Table 4.1: Percentage of Students Scoring 5 orMore on the GHQ-30 in Cohorts One and Two. 
CLASS 0/0 Scoring 5 or more % of class sampled 
Cohort one 50.45% 78.98 
Cohort two 67.89% 92.40 
Firth, (1986) found that 31.2% of fourth year medical students were suffering significant emotional 
distress on a 12 item version of the GHQ. When this information was abstracted from the GHQ 30, 
35.8% of Cohort one and 44.1 % of Cohort two were suffering significant distress. 
The use of the continuous Likert scoring of the GHQ 30 allowed comparison of distress in both cohorts 
with distress reported in published studies. Both cohorts one and two had significantly higher levels of 
affective distress than reported by degree nursing students, studied cross-sectionally over a four year 
course (Beck & Srivastava, 1991) (Cohort one, t=3.45, p<.OOI: Cohort two, t=6.55, p<.OOI), see Table 
4.2. Cohort one reported distress levels comparable to recently qualified house officers, while Cohort 
two had reliably higher levels of distress (t=3.43, p<.OOI). There was no difference in the distress 
reported between cohorts one and two (t=1.l6, df=218, p=.247). 
Table 4.2: Mean scores on GHQ 30 Measure for Cohorts One and Two. Degree Student Nurse. and 
Junior House Officers. 
Cohort one Cohort two Degree student nurses Junior House Officers 
x =29.84 x = 31.68 x=24.21 x=27.18 
S.D. = 12.43 S.D. = 11.03 S.D.=9.16 S.D.=10.15 
N= 109 N= III N=94 N=170 
Extracting the GHQ 12 from the larger 30 item version, cohorts one and two showed significantly 
greater levels of affective distress, using the continuous scores, than published data on medical students 
early in an initial psychiatric placement (Firth, 1986) (Cohort one, t=1.96, p<.05; Cohort two, t=4.12, 
p<.OOI), see Table 4.3. 
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Table 4.3: Mean Scores on the GHQ 12/or Cohorts One and Two. and Fourth Year Medical Students. 
Cohort one Cohort two Fourth Year Medical 
Students 
;<=12.86 ;<=13.84 ;<=11.66 
S.D.=5.64 S.D.=4.68 S.D.=5.16 
N=109 N=lll N=318 
The levels of stress, as assessed by the total B.S.S.I. scores, were comparable between cohorts (Cohort 
one; 5(=98.52, Cohort two; 5(=91.98: t=1.78, df=164, p=.08). The frequency of sources of stress were 
examined by calculating the percentage of respondents rating items on the B.S.S.I. as extremely stressful 
(Le. scoring 4 or 5). The rank order of items scored in this way were similar for both groups, ('t =.62, 
p=.0005; using Kendall's tau-b because of tied rankings), as can be seen in Tables 4.4 and 4.5. While 
common and uncommon sources of stress were similar in both cohorts, clinical sources of stress 
commonly reported by Cohort one (e.g. ranked 8 and 10 in Table 4.4) were uncommonly reported by 
Cohort two (Table 4.5). 
Table 4.4: Ten Most Commonly Reported Sources o/Stress/or Cohort one and Two. 
Cohort ope 
1 Fear off ailing in course(58.72) 
2 Examination and/or grades(56.88) 
3 Financial responsibilities(53.33) 
4 Amount of classwork material to be learned(51.38) 
5 Difficulty of classwork material to 
be leamed(35.19) 
6 Lack offree time(33.65) 
7 Long hours of study(33.33) 
8 Difference in college and ward values(31.48) 
9 College response to student needs(29.35) 
10 Feelings of inadequacy related to 
clinical performance(27. 78) 
Cohort two 
1 Examination and/or grades (66.86) 
2 Fear off ailing in course (58.56) 
3 Amount of classwork material to be 
learned (56.78) 
4 Difficulty of classwork material to be 
learned (45.05) 
5 Financial responsibilities (38.18) 
6 Long hours of study (31.54) 
7 Pressures of child care responsibilities(29.23) 
8 Lack offree time (25.69) 
9 Pressures of marriage relationship 24.05) 
10 College response to student needs (23.81) 
The percentage o/students who reported this item to be extremely stressful. i.e. scored 4/5. is in brackets. 
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Table 4.5: Uncommon sources o/stress/or Cohort One and Cohort Two. 
Cohort one 
I Relations with teachers (.0) 
2 Drug usage (3.41) 
3 Alcohol usage (3.88) 
4 Too little responsibility (3.88) 
5 Client attitudes towards my profession (5.55) 
6 Sex-related problems (6.26) 
7 Atmosphere created in class (8.41) 
8 Relations with other professionals (8.41) 
9 Pressures of child care responsibilities (8.43) 
10 Relationships with parents (8.65) 
Cohort two 
1 Client attitudes towards my profession (0) 
2 Drug usage (0) 
3 Client care responsibilities (.91) 
4 Relations with teachers (.91) 
5 Too little responsibility (.93) 
6 Relations with other professionals (1.82) 
7 Relations with staff in the clinical area (1.82) 
8 Alcohol usage (2.12) 
9 Client attitudes towards me (2.7) 
10 Relationships with parents (2.94) 
The percentage o/students who reported this item to be extremely stressful, i.e. scored 4/5, is in brackets. 
Having identified two groups scoring above and below a 3/4 cut-off, i.e. as (Firth, 1986), distressed and 
non-distressed students identified the same sources of stress within each cohort, i.e. the rank orderings 
of the perceived sources of stress for distressed and non-distressed students within each cohort were 
highly correlated (Cohort one, 't =.64, p<.0005, Cohort two, 't =.59, p<.0005). Distressed students 
reported their experiences to be extremely stressful more frequently than non-distressed students, on the 
Beck and Srivastava Stress Inventory (B.S.S.I.), within each cohort. In Cohort one, on average 9.85 out 
of the 43 B.S.S.1. items were scored as extremely stressful, i.e. were given a score of 4 or 5 by distressed 
students, compared with 4.70 items scored in this way by non-distressed students (t=4.75, df=106.93, 
p<.OOI; following Levene's adjustment for intergroup inequality of variance). In Cohort two the 
comparable figures were 7.09 B.S.S.1. items scored as extremely stressful for distressed and 4.00 
B.S.S.1. items for non-distressed students (t=3.48, df=109, p=.00l). Those distressed students who had 
fmished their placements (Cohort one) reported significantly more of their perceived stressors as 
extremely stressful (Cohort one x=9.85; Cohort two x=7.09: t=2.92, df=103.54, p=.004). This was not 
found in the non-distressed sample (Cohort one x=4.70; Cohort two x=4.00: t=.68, df=76, p=.50). 
For each cohort, each item on the B.S.S.1. was correlated with the continuous GHQ 30 Likert score. 
While some of the high frequency academic items such as "fear of failing" were related to distress, 
others, e.g. "amount of classwork to be learned" were not. Some low frequency sources of stress were 
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significantly associated with distress, while others showed no such relationship. The relationship 
between stressor frequency, and level of distress was examined by calculating the correlation between 
the percentages of students scoring 4/5 for each of the B.S.S.1. sources of stress, and the variance 
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explained in the GHQ 30 distress score by each of the 43 B.S.S.1. items (Le. R). This showed that there 
was no relationship between the item frequency and variance explained (Cohort one; r=.2248, p=.15: 
Cohort two; r=.0241, p=.878). In addition, the possibility that restriction in the variance of commonly 
reported sources of stress scores may have suppressed this relationship was discounted. No consistent 
reliable relationship was found examining the correlation between r (Le. the correlation coefficients 
between each of the 43 B.S.S.1. items and distress), and the corresponding standard deviation of each 
B.S.S.I. item (Cohort one; r=.300, p=.051: Cohort two; r=.126, p=.420). The frequency with which an 
item was reported to be stressful was not related to whether scores on that item predicted overall 
distress, in either cohort. 
Table 4.6 shows that the correlation between GHQ 30 Likert scores and the B.S.S.I. score (r=.5374, 
p<.OO 1) in Cohort one was significant and positive. Reports of many sources of stress were significantly 
associated with high levels of distress. This was confirmed for Cohort two (r=.5956, p<.OO I), see Table 
4.7. 
Table 4.6: The Relationship Between GHQ. B.S.S.l • and MC.S.D.l Totals With a Range o/Coping Process 
Variables (Cohort one). 
GHQ(Likert) B.S.S.1. TOTAL M.C.S.D.1. 
GHQ(Likert) 1.000 
B.S.S.1. TOTAL +.5374** 1.000 
M.C.S.D.I. -.1554 -.4689** 1.000 
DIRECT COPING -.4382** -.5207** +.3646** 
SUPPRESSION +.1097 +.1047 -.1460 
GENERAL COPING +.1163 +.2840* -.3079** 
*2 tailed slg<.OI **2 tailed slg<.OOI 
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Table 4.7: The Relationship Between GHQ. B.S.S.! • and MC.S.D.! Totals With a Range ojCoping Process 
Variables (Cohort two). 
GHQ(Likert) B.S.S.1. TOTAL M.C.S.D.1. 
GHQ(Likert) 1.000 
B.S.S.1. TOTAL +.5956** 1.000 
M.C.S.D.1. -.1l43 -.1747 1.000 
DIRECT COPING -.3048** -.3169* +.2345# 
SUPPRESSION -.0062 -.1788 -.0001 
GENERAL COPING -.0186 +.0015 -.1504 
# 2 tailed sig=.05 *2 tailed sig<.OI **2 tailed sig<.OOI 
The GHQ 30 (Likert) and the Marlowe-Crowne Social Desirability Index (M.C.S.D.I.) totals were not 
related in either cohort (Cohort one, r=-.1554: Cohort two, r=-.1143.) The B.S.S.I. measure and the 
M.C.S.D.I. totals for Cohort one had a significant negative correlation (r=-.4689, p=.OOI). Those 
students reporting few sources of stress tended to have high M.C.S.D.I. scores, suggesting that they had 
provided a socially desirable response. However the M.C.S.D.I. scores and B.S.S.I. totals were 
unrelated in Cohort two. 
The GHQ 30(Likert) and the measure of Direct Coping had a negative and significant correlation in 
both groups (Cohort one: r=-.4382, p<.OOI, Cohort two: r=-.3048, p=.OOI). High levels of distress were 
associated with low Direct Coping scores. Those students reporting high distress used "wishful 
thinking", "escape", "fantasy" and "hostility" to cope with difficult situations. Those students 
experiencing low levels of distress on the GHQ showed a tendency to use problem solving strategies in 
preference to using "fantasy" and "hostility". Direct Coping had a negative and significant correlation 
with the B.S.S.1. in Cohort one (r=-.5207, p<.OOl). Students reporting few sources of stress, i.e. with a 
low B.S.S.1. tended to report the use of problem solving strategies, i.e. high Direct Coping. This was 
confirmed on the Cohort two data set (r=-.3169, p=.006). However low B.S.S.I. scores were associated· 
with high M.C.S.D'!. scores in Cohort one, i.e. they were socially desirable responses. Direct Coping 
had a positive correlation with the M.C.S.D.I. in Cohort one (r=.3646, p<.OOI), and in Cohort two 
(r=.2345, p=.05). Those students with high social desirability scores tended to report using problem 
solving strategies in difficult situations. Students reporting the use of Direct Coping and reporting few 
sources of stress may have been providing a socially desirable response. However, when M.C.S.D'!. 
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was partialled out from the relationship between B.S.S.1. and Direct Coping the correlations remained 
significant (Cohort one; r=-.2927, p=.OI): Cohort two; r=-.4045, p=.0005). 
General Coping and the B.S.S.1. total were correlated in Cohort one (r=.2840, p=.006). However, both 
were correlated with M.C.S.D.I., and when this was partialled out the relationship was not significant 
(r=.1775, p=.09). In Cohort two neither General Coping nor B.S.S.I. were correlated with M.C.S.D.I., 
and perhaps as a result were not correlated with each other (r=.0015, p = .99). 
There were no reliable relationships between any of the demographic variables across the two cohorts, 
such as age and scores on the four questionnaires. The single gender difference with these measures 
was seen with females reporting lower Suppression Coping across both cohorts (Cohort one: Male 
x=+.663, Female x=-.632; t=3.28, df=107, p=.OOOI: Cohort two: Male x==.889, Female 5(=-.681; 
t=3.50, df=107, p=.OOI). The pattern of bivariate relationships seen between variables in Table 4.6 and 
4.7 remained unchanged when Suppression Coping was partialled out. 
Finally, when cohorts one and two data sets were collapsed, General, Direct and Suppression coping 
showed good levels of internal consistency, with ex of .855, .740 and .806, i.e. all values exceeded the 
minimum of .70 suggested by (Kline, 1986; Kline, 1994). 
4.4 Discussion 
This study has revealed levels of affective distress, sources of stress and coping strategies reported by 
two cohorts of nursing students. The percentage of students completing the study was very high, i.e. 79 
and 92%, with all of the students attending the screen taking part in the study. While it was not possible 
to comment on the small number of students who did not attend these sessions it was unlikely that their 
omission would bias the sample. 
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The levels of affective distress found in this study were significantly greater than those reported by 
nursing students across four years of a degree programme (Beck & Srivastava, 1991). Such high levels 
of distress replicated in the two cohorts have suggested an enduring problem with distress at this early 
stage of nurse training, in this setting. 
The student nurses in Cohorts one and two seemed to suffer more intensely before and after an initial 
series of hospital experiences, than other student health professionals at stressful points in their training, 
e.g. fourth year medical students (Firth, 1986). This argues against the assertion that medical students 
report, and face academic and clinical problems of greater severity than other student health 
professionals (Bjorksten, et aI., 1983; Tyrell, 1992). In addition, levels of distress were comparable or 
exceeded those provided by newly qualified junior house officers (Firth-Cozens, 1987). 
More of the student nurses described in this study were female than in the sample described recently 
(Firth, 1986; Firth-Cozens, 1987), but this difference in sex ratio, did not explain the high levels of 
distress found in this study. While women tended to score more highly on the GHQ than males (Cox, 
et aI., 1987), the prevalence of distress in both cohorts was almost twice that reported by Cox, et aI., 
(1987) for women aged 18-24 years, the most distress prone group. Additionally, there was no 
significant difference in the GHQ Likert scores for males (5(=3.5; N=40) and females (5(=3.8; N=178) 
(t=.15, df=216, p=.88), when Cohorts one and two were collapsed into one data set. This was despite 
the tendency of males in both cohorts to report higher suppression scores, i.e. and ignore or make light 
of stressful situations, rather than seek emotional support from others. Such high levels of distress may 
be related to the long periods of patient contact experienced by student nurses, which relates positively 
to distress in trained nurses (Livingston, 1984). 
Students in Cohorts one and two shared similar perceived sources of stress with degree nursing students 
(Beck & Srivastava, 1991), with the top 5 most common sources of stress reported by degree nursing 
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students shared by both cohorts. Common sources of stress associated with distress in the present study 
included academic items such as, "fear of failing", "lack of free time", "long hours of study" and 
"college response to student need" in both cohorts. These mainly academic sources of stress were 
very similar to the rankings reported by dentist students, occupational therapy and physiotherapy 
students (Garbee, et ai., 1980; Everly, et ai., 1994; O'Meara, et ai., 1994). 
Despite general consensus on the common sources of stress between cohorts, some of these sources had 
no association with distress. While "amount of classwork material to be learned" was an agreed 
common source of stress, the scores on this item were not significantly associated with distress in either 
cohort. "Difficulty of classwork" and "examinations and grades", commonly reported sources of stress, 
were not associated with distress in Cohort two. Many of the sources of stress most strongly associated 
with distress, in both cohorts, were uncommonly reported, e.g. "alcohol usage", "loneliness", "other 
personal problems", "actual personal health problems", "doubts about career choice", "doubts about 
diploma education as a career preparation" and "problems with parents". The frequency with which an 
item was reported to be stressful was not related to whether scores on that item predicted overall 
distress. 
The use of problem focused coping was associated with lower levels of distress, and with the reporting 
of fewer sources of stress in both cohorts. Problem solving is known to relate negatively to distress in 
medical students (Vitaliano, et aI., 1988) and to reduce the perceived effects of work stress in first-level 
nurses (Boumans & Landeweerd, 1992). There did seem to be certain coping strategies which were 
more helpful than others. Direct Coping was associated with low levels of distress, and was in this sense 
adaptive. The use of strategies concerned with "hostility" and "wishful-thinking", i.e. non-direct 
coping, were associated with high levels of distress and were less adaptive. Evidence of a differential 
in adaptive potential between problem-based and emotion-focused coping effort seen in the general 
worksetting (Billings & Moos, 1981; Menaghan & Merves, 1984), in general nurses (parasuraman & 
Hansen, 1987; Becker-Carus, et aI., 1989; Dewe, 1993), and student nurses (Parkes, 1984) was apparent 
in this study. However, a longitudinal study to examine the causal relationship between Direct Coping 
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and affective well-being is needed to clarify the direction of this bivariate relationship, i.e. it is possible 
that the use of Direct Coping may only have been possible in low stress conditions. 
The mean levels of affective distress, sources of stress and coping strategies reported by students did not 
differ between Cohorts one and two. The relationship between General Coping and B.S.S.I., only seen 
in Cohort one, was likely to be a spurious one resulting from the tendency of students in this cohort to 
give socially desirable responses to both measures. When M.C.S.D.I. was controlled for statistically the 
correlation between General Coping and B.S.S.1. disappeared for this group. The main difference 
between cohorts was that distressed students with hospital experience, i.e. Cohort one, rated sources of 
stress as extremely stressful more frequently than distressed students in Cohort two. However, due to 
the cross-sectional nature of this study it was not possible to attribute this difference between cohorts to 
their differing experience, with certainty. Only a longitudinal study of distress, stress and coping in 
student nurses during the early part of their training could reveal such information. 
There are difficulties in making comparisons in distress between student health professional groupings. 
Students select careers in which they are able to cope with the intellectual and emotional demands 
placed upon them (Payne, 1988). Those who leave, or chose to remain in nursing and medicine, are 
likely to be different for each group, and differences between nursing and medical student self reports of 
affective distress could reflect differences in help seeking, self-report bias (Parkes, 1982), or a general 
tendency to react to stressful situations with anxiety. These factors may be responsible for the 
differences in distress found between students in this study and the published data (Firth. 1986; Beck & 
Srivastava, 1991). 
It does not seem likely that the nursing degree and medical students were studied at times of low stress 
compared to students in this study. Firth, (1986) surveyed fourth year medical students on the first day 
of their psychiatry placement. Such students, exposed to a stressful training over a protracted period are 
more likely to complain of feeling states than medical students earlier in their training (Bjorksten, et aI., 
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1983). Beck and Srivastava, (1991) surveyed student nurse distress cross-sectionally across four years 
of a degree preparation, at a stressful time of year. Both studies reported high levels of student distress 
at demanding points in the respective educational experiences. This study has revealed greater levels of 
distress in student nurses both before and after an initial series of hospital placements. 
While comparisons between distress in student health professionals must be viewed cautiously, these 
fmdings do suggest that such levels of extreme distress are not confined to student health professionals 
studying at degree level. While it was not possible unambiguously to define the cause of this distress, 
these high and replicable levels of distress in two such complete populations of student nurses, around 
the time of an initial series of hospital placements, must be seen as a cause for concern, and preventive 
interventions for vulnerable students must be considered. The diversity in the sources of distress has 
suggested that concentrating therapy or concern on a few sources of stress, or offering a few strategies 
such as the provision of information, may not be sufficient. Any such intervention must concentrate on 
helping the student to develop and apply a comprehensive set of coping strategies, and to encourage the 
use of direct coping. A multi-dimensional stress management approach using physiological, behavioural 
and cognitive approaches is needed. Individual counselling for students with particular concerns may 
also be appropriate. 
A number of further recommendations arise from this study. While the B.S.S.1. provided useful 
information, item inapplicability rates for many constituent items was high. In addition, the exploratory 
methods leading to a proposed uni-dimensional factor structure for this measure have not been specified 
in sufficient detail, e.g. Beck & Srivastava, (1991). Extension of the B.S.S.I., by excluding inapplicable 
and including relevant additional situational sources of stress likely to be experienced by student nurses 
in the U.K., prior to the exploration and confirmation of the underlying factor structure and 
examination of the psychometric qualities of the amended measure is recommended. This process is 
described in more detail in Chapter 5. 
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The need for a longitudinal study tracking reports of distress, stress and coping across time to clarify 
developmental changes in these variables as individuals adapt and become socialised into the nursing 
profession is also recommended. Such an approach would clarify whether student worries are most 
intense early in training as suggested (Beck, 1978; Bjorksten, et aI., 1983), would determine the causal 
direction between variables, and would clarify whether concerns early in training have any impact on 
future performance, which may (Blumberg & Flaherty, 1985) or may not be the case (Brown, 1996). 
Furthermore, as situational sources of stress accounted for around 30% of the distress experienced by 
students in this study, the inclusion of variables targeting the psychosocial work environment, such as 
role clarity (Rizzo, et aI., 1970), demand and control (Karasek, 1979), social support (House, 1981), and 
individual variables such as neuroticism (Eysenck, et aI., 1985), smoking to reduce negative affect 
(Parkes, 1983), and relative weight (Parkes, 1987) may capture more variance in distress in such a 
longitudinal study modelling the stress process. While examination of these additional variables was not 
possible in this study, the impact of psychosocial aspects of the work environment and influence of 
personalogical variables will be explored in a new proposal for a longitudinal, organisational screening 
study, see Chapter 7 and Appendix 4. 
In conclusion, the levels of distress found in these two cohorts of student nurses were higher than levels 
of distress found in degree nursing students, fourth year medical students, newly qualified medical 
practitioners, and the general female population. Preparing to become a nurse, in this setting, was 
associated with significant emotional distress and may carry a risk to the future affective well-being of 
the student. 
See Appendix 5 for, "Stress, Distress and Coping in First Year Student Nurses", published in Journal of 
Advanced Nursing, 26, p475-482, in Sept 1997. 
109 
5. The Derivation of a 22 item Student Nurse Stress Index 
(S.N.S.i.), using Exploratory, Confirmatory, and Multi-Sample 
Confirmatory Factor Analytic Techniques. 
5.1 Introduction. 
To date, the balance of evidence suggests that student nurses experience high levels of stress arising 
from a range of sources during the early parts of their training (Parkes, 1982; Pagana, 1988; Speck, 
1990), see section 2.3.3. and Chapter 4. Until recently however, there was no psychometrically adequate 
measure of these sources of stress. Beck and Srivastava have developed a stress inventory based on a 
43 item questionnaire (B.S.S.I.) assessing the sources of stress reported by student nurses (Beck & 
Srivastava, 1991). While acceptable indices of reliability and convergent validity were seen during 
development, there are a number of problems with the structure and construction of this questionnaire. 
The B.S.S.1. contains items which apply only to a subset of the student nurse population, items thought 
to be likely sources of stress for students under training in the U.K. are not covered, and the measure 
was not validated across independent samples of student nurses. The test construction methods used to 
ensure the psychometric adequacy of the measure were not described by Beck and Srivastava (1991), or 
by the earlier studies contributing significant numbers of items to the B.S.S.1. i.e. (Garbee, et aI., 1980). 
Additionally, the factor structure of the B.S.S.1. was not explored adequately during its development for 
use with nursing students, see section 4.4. Despite this, it should be noted that the B.S.S'!. was the most 
adequate measure available in 1992/93, and hence its use in chapters 4 and 6. 
Since the emergence of the B.S.S'!. other measures of perceived stress have appeared (Clarke & Ruffm, 
1992; Rhead, 1995; Snape, 1995; Brown, 1996), various factor structures have been outlined, and the 
relationship between anticipated stressors early in training and situations experienced later in training 
have been explored (Brown, 1996). 
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Why amend the BSSI? 
The Beck and Srivastava Stress Inventory (B.S.S.I.) (Beck & Srivastava, 1991) combines items relevant 
for medical and dental students with those designed specifically for student nurses. The main 
psychometric omissions of (Beck & Srivastava, 1991) was the failure to detail item retention criteria 
during development of the inventory, and the failure to explore and confirm the factor structure of the 
prototypic questionnaire in a sufficiently large sample of student nurses. The B.S.S.I. was chosen for 
amendment as it was the most adequate measure available at the outset of the study in early 1992. 
What is the Expected Factor Structure of the New Measure? 
The sources of stress perceived by discrete groupings of student health professionals have revealed a 
range of academic, clinical and interface themes (Garbee, et aI., 1980; Firth, 1986; Vitaliano, et aI., 
1988; Wolf, et aI., 1992; Everly, et aI., 1994; O'Meara, et aI., 1994). While the academic worries 
commonly reported by student health professionals and other students in higher education are very 
similar (Archer & Lamnin, 1985; Crandall, et aI., 1992; Snape, 1993), student health professionals are 
exposed additionally to a range of clinical demands (parkes, 1980a; Parkes, 1980b; Bjorksten, et aI., 
1983). Demands representing the interface between work and home environments are relevant for men 
and women generally (Grossman, et aI., 1987; Long, et al., 1992; Nelson & Hitt, 1992) and for nursing 
students in particular (Snape, 1995). 
The factor structure proposed to underlie the new measure emerging from the augmentation and 
amendment of the B.S.S.1. is hypothesised as consisting of "academic loatr', "clinical concerns" and 
"interface worries" factors. 
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Aims of Study. 
The aim of the study was to present additional relevant items derived from literature search and student 
feedback alongside the B.S.S.1. to two independent groups of first year student nurses, to explore and 
confInO the congruence of the factor structure of the amended measure across data sets, and obtain 
evidence of the reliability and validity of the new measure. Using established techniques at each stage 
of the construction process, and using sufficient numbers of students, the resultant measure will add to 
the knowledge regarding the sources of stress in student nurses by the identification of the underlying 
structure of student worry. 
5.2 Method. 
Use of Factor Analysis in the Construction of Questionnaires. 
The use of Exploratory Factor Analysis as a questionnaire construction technique is well accepted 
(Kline, 1986; Agius, et aI., 1996). This approach allows the analysis of correlations between items, and 
the retention of items which load onto or correlate with a common factor (Kline, 1986). Exploratory 
Factor Analysis can explore the relationship of observed variables to the underlying factor structure of a 
measure (Ferguson & Cox, 1993; Byrne, 1994) allowing the description of observed variables in a more 
parsimonious and adequate manner (Hammond, 1995). 
Ferguson and Cox, (1993) have described the exploratory factor analytic process in some detail, and 
provide a series of heuristics for each of the three stages in this process, i.e. at the stages of pre-analysis 
checking, factor extraction and factor rotation. The importance of setting a hypothesis to specify the 
expected factor structure of the measure has been strongly emphasised (Ferguson & Cox, 1993). 
Heuristics enabling a series of pre-analysis checks to ensure the stability of the emergent factor 
structure, item scaling and sampling requirements, skewness and kurtosis checks, and checks for the 
appropriateness of the correlation matrix for factor analysis are given, see Table 5.1. 
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Table 5.1,' Minimum Requirements for a Stable Factor Structure in Exploratory Analysis after (Ferguson & Cox. 
1993). 
Stable factor 
structure 
Sampling 
Item Scaling 
Skewness, 
kurtosis and 
multivariate 
normality 
Appropriateness 
ofthe 
correlation 
matrix. 
Series of Pre-analysis checks 
A minimum sample size of between 100-200 is required. 
A minimum ratio of subjects to variables (NIp ratio) of between 2:1 and 10:1. 
A minimum ratio of subjects to expected factors (Nlm ratio) of between 2:1 and 6:1. 
A minimum ratio of variables to expected factors (p/m ratio)ofbetween 2:1 and 6:1. 
Exploratory Factor Analysis should be carried out on a random sample from a population 
Five point Likert scaling response formats are adequate for Exploratory Factor Analysis. 
Series of heuristics for dealing with item skewness and kurtosis include, leaving deviant item 
in the analysis, transforming variables, using Tobit Factor Analysis in discontinuous samples, 
or deleting non-normal items. 
The Kaiser-Meyer Olkin (KMO) test, a test of sampling adequacy, must be greater than 0.5, 
and the Bartlett test of Sphericity (BS), must be significant to reveal the existence of 
discoverable relationships within the data set. 
The use of Principal Components Analysis to ensure consistency with most research using exploratory 
analysis has been suggested (Ferguson & Cox, 1993), with oblique rotations being particularly 
appropriate in situations in which the factors are thought to be related (Kline, 1986; Kline, 1994; 
Breakwell, et aI., 1995). 
While the minimum number of factors which underlie a measure may be described using Exploratory 
Factor Analysis, confIrmation of the hypothesis that observed variables load onto a predetermined set of 
factors may be obtained using confIrmatory factor analytic techniques (Byrne, 1994). Such an approach 
fIts a series of factor loadings to a test matrix in an independent sample, and provides a measure of the 
fIt of the hypothesised model in a second data set. There are a number of ways of confIrming that an 
emergent factor structure is not merely confmed to the initial set of data, using a second independent 
data set. Deary, et aI., (1993) suggest an analytic process to explore and confrrm the factor structure of a 
series of variables using two independent sets of data, see Table 5.2. 
Steps 1-3 compare the emergent structure between independent data sets using exploratory analysis and 
comparing the 2 structures using a coefficient of congruence. There is another method of confrrming 
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structures between data sets using EQS Structural Equations Program that tests the adequacy of a factor 
structure in each study individually, and then in both together, see steps 4,5 and 6. 
Table 5. 2: Analytic Protocol for Confirmatory Analysis on Independent and Multi-Sample Data Sets 
after (Deary, et al., /993). 
SRp Procedure 
1 Identify the number of factors in Study 1 sample. Use Exploratory Factor Analysis. 
2 Identify the number of factors in Study 2 sample. Use Exploratory Factor Analysis. 
3 Compare factors across Study 1 and 2 for similarity. Calculate Coefficient of Congruence. 
4 Test the emergent factor structure for goodness-of-fit to the covariance matrices in Studies I and 2 
independently. Is there a simpler model? Use the Wald test. Confirmatory Factor Analysis using EQS 
Structural Equations Program, examine Chi-square and additional fit indices. 
5 Test for unnecessary parameters in the model, test for additional association not included in the model. 
Is a more complex model appropriate? Use Lagrange Multiplier test. 
6 Test whether the sources of stress covariance matrix may be considered the same across the two 
studies. Using Multi-sample Confirmatory Factor Analysis (Using EQS), Chi-square and additional fit 
indices, and Lagrange Multiplier test. 
5.2.1 Subjects. 
5.2.1.1 Exploratory Analysis (STUDY ONE: 199311994 data set). 
Some 43 B.S.S.I. and 15 additional items were administered to 320 students attending a lecture, from 3 
cohorts, see Appendix 1 for measure. There were 100 students in a pilot screening study, 109 students 
in Cohort one, and 111 students in Cohort two. Return rates of 80% (Pilot), 79% (Cohort one) and 
92% (Cohort two) were obtained. Students were screened at week 40 following their ftrst series of 
hospital placements for pilot and Cohort one, and at week 24 before this series of hospital placements 
for Cohort two students. All students were in their ftrst year, undergoing a generic Common 
Foundation Programme. 
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5.2.1.2 Confirmatory Analysis (STUDY TWO: 199511996 data set). 
Subjects were approached two years after the initial screening study had revealed the sources of stress 
for Cohorts one and two. There were 195 different students attending the data collection lectures. All 
students were at equivalent points in their training to earlier cohorts. In Cohort three, 94 students were 
approached at week 40 following their first hospital experience, with an 85% return rate. In Cohort 
four, 101 students were approached at week 24 before this initial hospital experience, and an 86% return 
rate was obtained. 
5.2.2 Procedure. 
Students in the five groups were approached in lecture theatre, and presented with the B.S.S.1. and 
additional items. All students (100%) of the students present returned the B.S.S.1. and additional items. 
Students were asked not to confer while filling in this measure, and were observed to comply. This 
method of sampling used was to try to obtain complete student populations entering the School. 
5.2.3 Measures Used. 
The Beck and Srivastava Stress Inventory (Beck & Srivastava, 1991) and the 15 additional items used a 
5 point Likert type response format, which is acceptable in Exploratory Factor Analysis. For validation 
purposes, the GHQ 30 (Goldberg, 1978), the "Ways of Coping Questionnaire" (Coyne, et al., 1981) 
adapted by Parkes, (1984), the Marlowe-Crowne Social Desirability Scale (Crowne and Marlowe, 1960) 
were presented, see section 4.2.4 for a description of each, and Appendix 1 for actual measures. In 
addition, objective performance measures of sickness, absence and academic performance were taken. 
No replication of the relationships between these variables in Chapter 4 was undertaken. 
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5.2.4 Choice of Factor ExtractionlFactor Rotation Method. 
The Exploratory Factor Analysis on 1993/94 and 1995/96 data sets used Principal Components Analysis 
factor extraction method, with the scree test to determine the number of extractable factors, and oblimin 
rotation (a form of oblique rotation) as factors were expected to correlate. 
5.3 Results. 
5.3.1 STUDY ONE. 
5.3.1.1 Exploratory Analysis: (1993/1994 data set). 
Table 5.3: Pre-Analysis Checks/or Exploratory Factor Analysisfrom Pilot Screen, Cohort I and 2 Data Sets. 
Hllllrillti~ EIPlaratarx aoalXllili 
Initial screening 239 returns with <5 B.S.S.I. missing items, were 
pro-rated ipsatively 
Stable factor structure Acceptable N:p ratio of 4.8: 1 
Acceptable N:m ratio of79:1 
Acceptable p:rn ratio of 17: 1 
Skewness and kurtosis Acceptable levels, with all variables showing better than an 
80/20 split in responses 
Appropriateness of correlation matrix Kaiser-Meyer OIkin Measure of Sampling Adequacy >0.87 
Barlett Test of Sphericity was large and very significant 
Factor Analysis was appropriate 
Key: Subjects to variables (NIp ratio) 
Subjects to expected/actors (Nlm ratio) 
Variables to expected/actors (plm ratio) 
The series of pre-analysis checks carried out on the 1993/94 data set are shown in Table 5.3. 
5.3.1.1.1 - Initial Data Screening. 
Initial data analysis of the original 320 B.S.S.I. questionnaires revealed 8 variables with unacceptable 
levels of missing data, and 65 students omitting more than 5 B.S.S.1. items. Those variables with 8 or 
more missing entries were deleted, and those students with more than 5 B.S.S.1. items missing were 
excluded from further analysis. 
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At this stage, "room mate relations", "dating relationships", "drug usage", "cigarette usage", 
"pressures of marriage relationship", ''pressures of child care responsibilities", "coping with death or 
illness of a client', and "differences in college and ward values" were deleted from the matrix. Student 
replies with up to and including four missing items were pro-rated substituting intra-individual averages 
for each missing value. Substituted values were calculated from the completed items by each student. 
Some 35 B.S.S.1. items and 255 students were retained in the analysis. 
Additionally, those students who failed to provide complete data sets for the 15 additional sources of 
stress were removed from further scrutiny, leaving 50 sources of stress (i.e. 35 B.S.S.1. items and 15 
new items) and 239 student responses in the analysis. This series of procedures resulted in 239 
complete data sets. 
5.3.1.1.2 - Stable Factor Structure/Skewness and Kurtosis. 
The series of ratios which indicate the likelihood of the emergence of a stable factor structure were all 
within accepted ranges, raising the possibility of extracting a stable factor structure with this initial 
Exploratory Factor Analysis, see Table 5.3. Levels of skewness and kurtosis were judged to be 
acceptable. 
5.3.1.1.3 - Social Desirability Response Set. 
It was not possible to examine individual correlations of the 50 items in the 93/94 full data set with the 
Marlowe-Crowne Social Desirability Index (Crown & Marlowe, 1960) prior to exploratory analysis as 
has been suggested (Ferguson & Cox, 1993). Data from the pilot study was included in this initial 
analysis to provide an adequate p:N ratio and raise the possibility of obtaining a stable factor structure. 
Information on defensiveness, as measured by the M.C.S.D.I., was not available from the pilot study and 
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as a consequence the removal of individual items prone to this response set (Ferguson & Cox, 1993), or 
the subsequent deletion of items loading onto a factor representing defensiveness, from the full data set 
was not possible (Kline, 1986; Kline, 1994). 
Examination of the relationship of each of the individual stressor items to Marlowe-Crowne Social 
Desirability Index (Crown & Marlowe, 1960) in each of Cohorts 1-4 suggested that some items may be 
affected by this response bias, although a consistent pattern of associations across cohorts was less than 
clear. The relationship of the resultant new inventory to this measure of defensive response bias will be 
examined in both 93/94 and 95/96 data sets when considering the validity of the obtained solution. 
5.3.1.1.4 Factor Extraction. 
An initial unrotated Principal Components Analysis performed on the 93/94 data set, comprised of 50 
variables (N= 239), revealed the presence of 12 factors. Examination of the first unrotated principal 
component revealed that the loading of 41 items accounted for 24.9% of the variance in the correlation 
matrix. The scree plot revealed either a three or four factor solution in this unrotated solution with the 
original 50 variables in the analysis, see Figure 5.1. An earlier preliminary analyses using Maximum 
Likelihood Extraction, with an oblimin rotation had suggested the existence of a four factor solution. 
Given that the under factoring of a data set is likely to produce second order factors (Kline, 1994), the 
decision to extract four factors was taken. 
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Analysis With Original 50 items 
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Figure 5.1: Initial Scree Test on 35 B.S.S.I. and 15 Additional Items From an Initial Unrotated 
Principal Components Analysis. 
Following a heuristic suggested by (Agius, et aI., 1996) those variables with general loadings of .40 on 
more than one factor, and weak loadings not exceeding loadings at .39 on any factor were dropped from 
the analysis. Eighteen variables were removed at this point, see Table 5.4. 
Table 5.4: Weak or General Variables Droppedfollowing Examination of an Initial Unrotated Principal 
Components Analysis. 
variable 
B.S.S.1. 06 
B.S.S.1. II 
B.S.S.1. 14 
B.S.S.1. 17 
8.S.S.1. 25 
B.S.S.1. 26 
8.S.S.I.28 
8.S.S.I.32 
B.S.S.I.34 
B.S.S.I.36 
8.S.S.I.37 
8.S.S.I.42 
O.A. 3 
O.A . .4 
O.A. 7 
O.A. 9 
O.P.3 
O.P.4 
variable label 
Long hours of study 
Alcohol usage 
Reconsiderations/doubts about proper career choice 
Financial responsibilities 
Atmosphere created in class 
Relations with teachers 
Too much responsibility 
Talldng to clients about personal problems 
Inadequacy of housing arrangements 
Sex related problems 
Client care responsibilities 
Feelings of inadequacy relating to clinical performance 
I am experiencing transport difficulties 
I cannot afford entertainment 
The course is affecting my private lifo. 
I have too many things to do 
ljind relating to diffiCUlt patients an issue 
Exposure to death and dying is a problem 
Key: B.S.S.L - Item/rom the Beck and Srivastava Stress Inventory 
O.A. - Item derived/rom Uterature search relating to academic experience 
O.P. - Item derived/rom Uterature search relating to clinical experience 
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Analysis With 18 Weak or General Items Removed 
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Figure 5.2: Scree Test Revealing 4 Factors in a 32 Variable Data Set. 
A new Principal Components Analysis with oblimin rotation was then performed with 32 variables, 
specifying four factors. The scree plot confIrmed the existence of four factors in this restricted data set 
accounting for 44.4% of the variance in the new correlation matrix, see Figure 5.2. An examination of 
the rotated pattern matrix revealed a further 8 general or weak variables on these four factors which 
were subsequently dropped from further analysis. See Table 5.5. 
Table 5.5: Weak or General Variables Dropped Following Examination of Rotated Pattern Matrix of 32 variables. 
Variable 
B.S.S.I.20 
B.S.S.I.33 
B.S.S.1. 35 
O.A.2 
O.A.5 
O.P.I 
O.P.2 
O.P.5 
variable label 
Pressure due to poor work habits 
Difficulty in finding supportive role models 
Loneliness 
The organisation of the course is an issue 
My accommodation is too expensive 
The pace of work is too fast 
I am not sure what is expected of me 
I worry about making mistakes 
Key: B.S.S.l - Item from the Beck and Srivastava Stress Inventory 
O.A. - Item derived/rom literature search relating to academic experience 
OP - Item derived/rom literature search relating to clinical experience 
A further Principal Components Analysis with oblimin rotation was then performed on 24 variables, 
specifying four factors. The scree plot, Figure 5.3, confIrmed the existence of four factors accounting 
for 49% of the variance in this amended correlation matrix. 
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Analysis VVith a Futher 8 WeaklGeneralltems Removed 
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Figure 5.3: Scree Test Revealing a Four Factor Structure in a 24 Variable Data Set. 
A further two variables (weak/general) were dropped following the examination of the rotated pattern 
matrix from this analysis, see Table 5.6. 
Table 5.6: Weak or General Variables Dropped Following Examination o/Rotated Pattern Matrix 0/24 variables. 
variable 
B.S.S.I. 15 
O.P.6 
variable label 
Reconsideration/doubts about Diploma education as career preparation 
Placements are difficult to get to 
Key: B.S.S.I. - Item/rom the Beck and Srivastava Stress Inventory. 
O.P. - Item derived/rom literature search relating to clinical experience. 
The fmal Principal Components Analysis with oblimin rotation was carried out on 22 variables, 
specifying four factors, see Figure 5.4. 1 
Removal of general and weak items loading on to the first principal component and additional factors 
following Principal Components Analysis with no rotation at each of the four steps of data reduction 
produced an identical series of 22 variables for rotation to simple oblique structure. 
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Analysis With a Final 2 WeaklGereralltems Removed 
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Figure 5.4: Scree Plot Confirming a Four Factor Solution in a 22 Variable Data Set. 
A 22 variable solution with a simple oblique structure, and four factors i.e. "academic load", "clinical 
concerns ", "interface worries ", and ''personal problems" was revealed, see Table 5.7. Each factor had 
good internal reliability (with Cronbach oc exceeding 0.68). Adopting a less conservative salient loading 
of 0.35 following the data reduction part of the study (Kline, 1986; Kline, 1994), the loading of item, "I 
am not sure of what is expected of me academically", was judged to be close enough to this criteria to 
be included as an academic source of stress. Three of the four emergent factors in the Student Nurse 
Stress Index (S.N.S.I.) had been anticipated from this 199311994 data set. Inter-factor correlations were 
modest, ranging from .24 to .34. 
As the percentage variance described by each factor in the overall correlation matrix was likely to have 
been contaminated by the correlations between oblique factors, hierarchical regression analysis was 
carried out to examine the relative contribution of each of these individual factors to the overall S.N.S.!. 
total. The factors of "academic load', "clinical concerns", ''personal problems" and "inter/ace 
worries" were entered into the model in the same order as they emerged from the exploratory analysis. 
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Table 5. 7: The Factor structure o/S.N.S.1. in 93/94 Data Set Revealed By The Rotated Pattern Matrix From an 
Exploratory Factor Analysis. 
Un rotated Fador 1 Factor 2 Factor 3 Factor 4 Mean 
Principal Score 
Component 
Loading 
Factor Ope 
Academic load 
(Cronbach's oc = 0.7731) 
Amount of class work to be learned 
.55516 .76980 -.01269 -.02999 .03008 3.62 
Difficulty of Class work to be .56468 .79857 -.04020 -.02285 -.01677 3.14 
learned 
Examinations and grades .49223 .72211 .11662 .03953 .06278 3.56 
Fear of failing .59875 .57483 -.07336 .16422 .06958 3.60 
I am not sure what is expected of .62528 .33880 -.21106 .23529 .14416 2.68 
me academically 
Factor Two 
Clinical concerns 
(Cronbach's oc = 0.8069) 
Relations with other professionals .62315 .04933 -.49215 .25508 .13033 1.85 
Too much responsibility 
.55390 .16159 -.48417 .11042 .04604 2.14 
Client attitudes towards me 
.48515 -.10509 -.84867 -.07650 -.00422 1.88 
Client attitude towards my .48085 -.14678 -.81492 -.12017 .09616 1.61 
profession 
Teaching climate (clinical) 
.62853 .14738 -.65191 .05219 .04274 1.93 
Relations with staff in clinical area .50821 .03129 -.74956 .14169 -.17367 2.03 
Factor Three 
Personal problems 
(Cronbach's oc = 0.6809) 
Actual personal health problems .46962 -.01547 -.06023 .66843 .08794 1.77 
Physical health of other family .34645 -.14191 -.08463 .64517 .03500 1.96 
members 
Relationships with parents .43490 .15325 -.00802 .64754 -.05476 1.65 
Other personal problems 
.44149 .08920 .06587 .75496 .00575 2.22 
Factor Four 
Interface wo"ies 
(Cronbach's oc = 0.7860) 
Peer competition 
.53672 .21746 -.14769 -.12771 .47844 2.06 
Attitudes/expectations of other 
.60328 .25875 -.19732 -.09623 .45740 2.47 
professionals towards nursing 
Lack of free time 
.57291 .13944 -.00438 .03815 .61585 2.79 
College response to student need 
.62191 .16733 .01166 .07806 .64122 3.03 
Lack of timely feedback about 
.62607 .15151 -.09986 .08291 .54975 2.50 
performance 
I have no time for entertainment 
.47535 -.08274 -.01618 -.08822 .78084 1.96 
I do not have enough time for my 
.36317 -.22885 .11213 .20469 .66923 2.24 
family 
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This analysis revealed that "academic load" accounted for 60.15% of the overall score in this new 
measure. "clinical concerns", ''personal problems" and "interface worries" accounted for 19.47%, 
8.98% and 11.38% of the variance in the S.N.S.I total score, respectively. It should be noted that this 
simple four factor structure accounted for 51.3% of the variance in the correlation matrix, and that this 
estimate was uncontaminated by correlations between factors. 
5.3.2 STUDY TWO. 
5.3.2.1 Confirmatory Analysis: Steps One to Three. 
5.3.2.1.1 Pre-Analysis Checks. 
Pre-analysis checks on this 1995/96 data set revealed the adequacy of the data set, and that Exploratory 
Factor Analysis was appropriate, in the manner described earlier, see Table 5.8. 
Table 5.8: Pre-Analysis Checks for Confirmatory Factor Analysis with Data From 95196 data Set. 
Hliluristil: CDDfi[mat!u): aDal~liili 
Initial screening 188 returns with <3 missing S.N.S.1. items. Ipsative pro-rating 
used. 
Stable factor structure Acceptable N:p ratio of 8.5: I 
Acceptable N:m ratio of 47:1 
Acceptable p:m ratio of 5.5: 1 
Skewness and kurtosis Acceptable levels, with all variables showing better than 
an 80/20 split 
Appropriateness of correlation matrix Kaiser-Meyer Olkin Measure of Sampling Adequacy >0.80 
Barlett Test of Sphericity was large and very significant 
Factor Analysis was appropriate 
Key: Subjects to variables (NIp ratIO) 
Subjects to expected/actors (Nlm ratio) 
Variables to expected/actors (plm ratio) 
5.3.2.1.1.1 -Initial Data Screening. 
Of the 195 students in Cohorts three and four, 7 had missing data from three or more of the 22 items 
specified for the Exploratory Factor Analysis, and were deleted from the analysis, leaving 188 usable 
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replies. Those students who had missed up to two items had their missing items pro-rated in the ipsative 
manner described earlier. 
5.3.2.1.1.2 - Stable Factor Structure/Skewness and Kurtosis. 
With 188 students and 22 variables, N:p, N:m, and p:m ratios all pointed to the emergence of a stable 
factor structure with an Exploratory Factor Analysis as the initial step in the confirmatory procedure 
(Deary, et aI., 1993) , see Table 5.8. While 22.7 % of the variables were affected by skewness, and none 
by kurtosis, examination of the frequency distributions of each variable allowed inclusion of all 22 items 
in the Principal Components Analysis. 
In the first step to confirm the factor structure of the S.N.S.I., with 188 first year student nurses from 
the 199511996 independent data set, a Principal Components Analysis with oblimin rotation on 22 
S.N.S.I. items revealed the same factors seen previously, see Table 5.9. The presence of the four factor 
structure of the S.N.S.1. was confirmed in this independent data set, see Figure 5.5. 
Analysis wth 22 S.N.S.I. Items 
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Figure 5.5: Scree Plot Confirming the Four Factor Structure of the s.N.S.1. in the 1995/96 Data Set. 
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Table 5.9: The Factor Structure of the s.N.s.I. in 1995/96 Data Set. 
Un rotated Factor 1 Factor 2 Factor 3 Factor 4 Mean 
principal Score 
component 
loading 
Factor One 
Academic load 
(Cronbach's oc = 0.7966) 
Amount of class work to be 0.55826 -.78364 -.08999 -.05396 -.11875 3.65 
learned 
Difficulty of Class work to be 0.58632 -.82737 .01463 .04403 .12765 3.36 
learned 
Examinations and grades 0.49315 -.73881 -.12088 -.05594 -.10611 3.99 
Fear of failing 0.60213 -.73959 -.04548 .03964 -.10529 3.96 
I am not sure what is expected of 0.49248 -.50146 .13343 .09680 .06829 2.79 
me academically 
Factor Two 
Clinical concerns 
(Cronbach's oc = 0.7541) 
Relations with other 0.47824 -.03661 .63670 -.06744 -.01321 1.95 
Too much responsibility 0.44868 -.44177 .19909 -.18512 -.12049 2.64 
Client attitudes towards me 0.51000 .01169 .76833 -.09093 .01984 1.95 
Client attitude towards my 0.48209 .06295 .76877 -.06637 .02530 1.73 
profession 
Teaching climate (clinical) 0.56438 .04580 .67423 .08416 -.08036 2.21 
Relations with staff in clinical 0.60788 .11008 .68437 .09626 -.21993 2.46 
Factor Three 
Personal proble_ 
(Cronbach's oc = 0.7250) 
Actual personal health problems 0.42325 .03996 .02876 .69171 -.09935 2.02 
Physical health of other family 0.30523 .11312 .03750 .74136 .07436 2.13 
members 
Relationships with parents 0.37591 -.11898 -.06813 .74469 .12123 1.82 
Other personal problems 0.49279 .01925 -.03225 .71538 -.25591 2.49 
Factor Four 
lnur/ace wo"ies 
(Cronbach's oc = 0.6716) 
Peer competition 0.49756 -.32156 .31491 .14843 .11239 2.29 
Attitudes/expectations of other 0.49905 -.20436 .42709 .13448 .08963 2.71 
professionals towards nursing 
Lack of free time 0.58165 -.23667 -.03153 .15462 -.61725 3.07 
College response to student need 0.48830 -.16542 .18798 .20712 -.19681 2.80 
Lack of timely feedback about 0.53299 -.14464 .31854 .24988 -.08642 2.44 
performance 
I have no time for entertainment 0.50880 .04900 .09655 .03711 -.81396 2.15 
I do not have enough time for my 0.43412 -.05012 .02853 -.05873 -.73159 2.38 
family 
The factor structure revealed in 93/94 and 95196 data sets were very similar, with factors one, two and 
four in the latter being the inverse of those in the former, see Tables 5.7 and 5.9. This inversion of 
factors is likely to have resulted from the reflection of the residual matrix during extraction of additional 
factors following condensation of the principal component. The meaning of these factors in Studies one 
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and two are essentially identical, as the inversion of the sign of a factor merely reverses its meaning 
(Comrey & Lee, 1992; Kline, 1994). The correlations between factors, ranging from .17 to .34 in this 
data set, were also likely to have been affected by this artifact. 
An unrotated Principal Components Analysis revealed that the four factors account6d for 49.4% of the 
variance in the correlation matrix. Hierarchical regression analysis with factor entry in the same order 
as the initial exploratory analysis revealed the following contributions of each factor to the variance 
represented by the 22 item measure total. Contributions of 49.67% by "academic load"; 26.70% by 
"clinical concerns"; 14.20% from ''personal problems"; and 9.43% from "inler/ace worries" to the 
S.N.S.I. total were shown. 
5.3.2.1.2 Similarity in Factor Structures, Shown by Exploratory Factor Analysis, 
Between Studies One And Two. 
The examination of similarities in pattern loadings between studies with Cattell's Salient Similarity 
Index (s) involved the creation of a two way frequency table with the loadings of each variable in two 
studies contributing to score in each of the table cells (Tabachnick & Fidell, 1989, p642). Each variable 
is examined, and its salience either positive (PS), negative (NS) or neither (HP i.e., with data points 
orthogonal to the identified factor forming the hyperplane) being determined, see Table 5.10. 
Step one in the confmnatory analysis, of producing a series of coefficients of congruence, suggested that 
the four factor structure revealed by the initial Exploratory Factor Analysis of 93/94 data set was present 
in the 95/96 cohort replies. The factor loadings for factor one, two and four arising from the 95/96 
data exploratory analysis have all had their signs reflected to allow comparison between studies, see 
Table 5.10. The large and highly significant Cattell's Salient Similarity Index (s) for each factor, 
suggested that the factor loadings of the 22 variables onto each of the 4 factors were identical between 
data sets. 
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Table 5.10: Comparative Factor Structures From Exploratory Factor Analysis and Confirmatory Factor Analysis (Step One) from 93/94 and 94/96 Data Sets. 
Fadorone Fadortwo Factor three Fadorfour j (Aclldemic Iolld) (Clilfktd concerns) (JPer.ronlllprob/~) (Inletf«e worries) 
Item Descriptors Study one Study two Study one Study two Study one Study two Study one Study two I 
Amount classwork .76980 .78364 -.01269 .08999 -.02999 -.OS396 .03008 .I187S 
Difficulty of classwork 
.79857 .81737 -.04020 -.01463 -.0228S .04403 -.01677 -.1276S 
Examinations and grades 
.71111 .73881 .11662 .12088 .039S3 -.OSS94 .06278 .10611 
Peer competition .21746 .321S6 -.14769 -.31491 -.12771 .14843 .47844 -.11239 
Attitudes of other profession 
.2S87S .20436 -.19732 -.42709 -.09623 .13448 .45740 -.08963 
Lack of fiec: time 
.13944 .23667 -.00438 .031S3 .038 IS .IS462 .61585 .61715 
College response to student 
.16733 .16S42 .01166 -.18798 .07806 .20712 .641ll .19681 
Fear of failing 
.57483 .73959 -.07336 .04S48 .16422 .03964 .069S8 .I0S29 
Actual personal health prob. 
-.0IS47 -.03996 -.06023 -.02876 .66843 .69171 .08794 .0993S 
Physical health of family mcm 
-.14191 -.11312 -.08463 -.037S0 .64517 .74136 .03S00 -.07436 
Relationships with parents 
.1S32S .11898 -.00802 .06813 .64754 .74469 -.OS476 -.12123 
Other personal problems 
.08920 -.OI92S .06S87 .0322S .75496 .71538 .OOS7S .2SS91 
Relations with other profs 
.04933 .03661 -.49115 -.63670 .2SS08 -.06744 .13033 .01321 
Too much responsibility 
.161S9 .44177 -.48417 -.19909 .11042 -.18SI2 .04604 .12049 
Lack of timely feedback perf 
.ISlSI .14464 -.09986 -.318S4 .08291 .24988 .54975 .08642 
Client attitudes towards me 
-.IOS09 -.01169 -.84867 -.76833 -.076S0 -.09093 -.00422 -.01984 
Client attitudes towards nurse 
-.14678 -.0629S -.81492 -.76877 -.12017 -.06637 .09616 -.02S30 
Atmosphere created by teacher .14738 -.04S80 -.65191 -.67423 .OS219 .08416 .04274 .08036 
Relations with clinical staff 
.03129 -.11008 -.74956 -.68437 .14169 .09626 -.17367 .21993 
NtJI MIn IICIIdaIk tkmtuuIs 
.33880 .50146 -.21106 -.13343 .23S29 .09680 .14416 -.06829 
No tlIIIe lor entertllilullml 
-.08274 -.04900 -.01618 -.096SS -.08822 .03711 .78084 .81396 
No time lor IIIIffiIy -.2288S .OSOI2 .11213 -.028S3 .20469 -.OS873 .66923 .73159 
Cronbacb'. ac 0.1731 0.7966 0.1069 0.7S41 0.6109 0.72S0 0.7860 0.6716 
Cattell', Salient Similarity PO.I33, p-O.OOOS PO. 714, p-O.OOOS PO. 76, p-/J.OOOS s==O.5I, p-O.OOI 
Indn 
-
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5.3.2.2 Confirmatory Factor Analysis Using EQS Structural Equations Program 
(Bentler & Wu,1995). 
The next step in the confmnatory process was to test the hypothesis that this four factor structure existed 
in the covariance matrices of Studies one and two independently, using EQS Structural Equations 
Program, before testing the similarity of covariance matrices between studies simultaneously using 
multi-sample Confirmatory Factor Analysis. With this type of analysis it is assumed that the 
covariations (Le. the unstandardised correlations) between variables were due to the existence of a 
smaller number of latent variables or factors, the nature of which is specified prior to the 
commencement of analysis (Dunn, et aI., 1993). 
5.3.2.2.1 Goodness-of-flt of the four factor model. 
5.3.2.2.1.1 1993194 data set. 
The data from the 1993/94 cohorts were entered into the Structural Equations Program (EQS) (Bentler 
& Wu, 1995). The data matrix from this initial data set was entered into EQS in DB4 format, and the 
mathematical model to be tested was constructed using the equation table option. Using this EQS 
software, a series of equations describing the loading of each source of stress onto its respective factor 
was constructed. Each link between variable and factor was specified as a free parameter, and the 
loadings of each variable onto a particular factor calculated by EQS. The loadings of variables shown by 
both exploratory analyses not to load onto a particular factor were fixed at zero for the other three 
factors (Deary, et aI., 1993). 
The result of the initial confmnatory analysis on this 93194 data set can be seen in Table 5.11. The 
analysis shows the following set of fit statistics which reveal an incongruence between the proposed 
model and the target correlation matrix, with the Chill d( ratio> 2, and fit indices < 0.9. 
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O.5~ Exams/grades k--o.scr-- E3 
0.6~ Fear of failing ~o.n---E4 
0.5~ 
Not sure of demands k--0.82--- ES 
/. 0.61~ Relations with otber profs r.--0.13-- E6 Too much responsibility ~0.84-- E7 
0.54 
0.6~ 
0.6~ 
0.1~ 
0.63~ 
0.63~ 
0.4~ 
0.5~ 
0.1~ 
CHent attlude (stydent) 4--0.74-- E8 
Client attitude (profession) 4--0.76-- E9 
Teaching climate (clinical) J...-0.7o--E10 
Relations clinical 51aft J...-0.U--E11 
Personal health E1roblems ~0.7S---E12 
Physical health (family) j...--0.8~E13 
Relations with parents j...--0.81----E14 
Other personal problems /+--0.71----E1 5 
~ Peer comE1etltlon 
6/ ~ Attitudes other professionals 0.5 ~. :='.''--E16 /+-0.11--E17 
0.64 ~ Lack of free time /+-O.8~ E18 
0.6er-- -. 
0.7~ School response 51ud.need f..---0.7~ E19 
0.6~ Lack of perf feedback f..---O.lr---E20 O.54~ .L_-==:::!..=.:..J=":"':":==~----' 
'."~ ~ ,.,tme for __ """"" }4-"'-'21 
~ No time for family f..-o.s2--- E22 
Figure 5.6: Confirming the Four Factor Structure of the Student Nurse Stress Index Revealed by Exploratory 
Factor Analysis on 93/94 data set. 
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Figure 5.6 shows the result of this initial confirmatory analysis in diagrammatic form, confirming the 
hypothesised association between factors, using exploratory techniques. 
Table 5.11: Initial Confirmatory Factor Analytic Fit Indices on Datafrom 1993/94 Data Set: 
Goodness-ol-fit o/the Four Factor Model. 
1993/94 data set 
Average standardised residuals 0.0508 
Chi-square (dt) 447.181, df=203, p=O.OOI 
2.20 
Bentler-Bonett fit indices 0.751 
Bentler-Bonett non normed fit indices 0.823 
Comparative Fit Index 0.844 
Wald Test None of free parameters were dropped 
Lagrange Multiplier Test Suggested the freeing of 8 additional parameters 
This result from this first confirmatory analysis suggested the existence of a better fitting, more complex 
model with the proposed freeing of eight additional parameters suggested by the multivariate Lagrange 
Multiplier Test. The freeing of additional fixed parameters to enhance the model provided for a more 
complex structure with clinical worries contributing to "academic load'(Fl), academic and personal 
sources contributing to "clinical concerns"(F2), academic and clinical concerns loading on ''personal 
problems" (F4), and the identification of a clinical dimension to "Interface worries", see Figure 5.7 for 
the additional parameters arising from this post-hoc model fitting (Byrne, 1994). 
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Figure 5.7: More Complex Factor Structure Suggested By Confirmatory Factor Analysis on /993/94 Data Set. 
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The confirmatory analysis was repeated on 1993/94 data with the additional freed parameters as 
suggested by the Lagrange Multiplier test. Several of the variables loaded onto more than one factor in 
this more complex solution, represented in diagrammatic form in Figure 5.7. The results of this re-run 
of the initial confIrmatory analysis are seen in Table 5.12. 
Table 5.12: Re-run a/the Confirmatory Factor Analysis on 1993/94 Data Set: 
Goodness a/fit a/the More Complex Four Factor Model. 
Average standardised residuals 
Chi-square (Degrees offreedom) 
Chi\r ratio 
Bentler-Bonett fit indices 
Bentler-Bonett non normed fit indices 
Comparative Fit Index 
Wald Test 
Lagrange Multiplier Test 
1993/94 data set 
0.0391 
376.826, df=195, p<.OOI 
1.932 
0.790 
0.862 
0.884 
None of free parameters were dropped 
None of the univariate Lagrange Multipliers were 
significant. 
Following the freeing of these additional parameters the model now fitted the data more adequately 
with a Chi2/df ratio of less than 2, see Table 5.12. In addition, with the Comparative Fit Index (C.F.l.) 
rounding to .9, an acceptable fit between model and data was suggested by this second analysis. The 
resistance of the Comparative Fit Index to sample size effects made it the most appropriate measure for 
the interpretation of these results (Moyle, 1997). The next step in the confIrmatory process was now to 
test this more complex model on an independent data set, and confIrm the cross-sample validity or 
congruence of the model between studies. 
5.3.2.2.1.2 1995196 data set. 
Using the factor structure, and the series of structural equations revealed by this second confIrmatory 
analysis, the more complex four factor model was fitted to the 1995/96 data set, producing a further 
series of fit statistics, see Table 5.13. 
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Table 5.13: Confirmatory Factor Analysis using Datafrom 1995/96 Data Sets: 
Goodness of Fit of the More Complex Four Factor Model. 
Average standardised residuals 
Chi-square (Degrees of freedom) 
Bentler-Bonett fit indices 
Bentler-Bonett non normed fit indices 
Comparative Fit Index 
Wald Test 
Lagrange Multiplier Test 
1995/96 data set 
0.0429 
342.086, df=195, p<.OOI 
1.75 
0.740 
0.839 
0.864 
None of free parameters were dropped 
None of the univariate Lagrange Multipliers 
were significant 
The fit statistics of Chi2/df <2 and C.F.I. =.86 suggest that the convergence between model and data was 
acceptable in this independent data set, with obtained indices in the same order as in the previous 
analysis. The results of this analysis in diagrammatic form can be seen in Figure 5.8. 
5.3.2.2.2 Multi-sample Confirmatory Factor Analysis. 
Table 5.14 shows that the fit of the more complex four factor model was confrrmed on both data sets 
simultaneously using multi-sample confrrmatory analysis, with Ch2/ df <2, C.F.I. =.88. This analysis was 
used to test the hypothesis that the sizes of the respective factor loadings on the four factors were 
identical, and that the sources of stress assumed the same relative importance across the two data sets 
(Deary et al1993). This hypothesis was supported in this instance. 
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Figure 5.8: More Complex Factor Structure Suggested By Confirmatory Factor Analysis on /995/96 Data Set. 
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Tabl. 5.14: R.sultsfrom Multi-sample ConjirmDIory FactOI' AItD/yIi3. 0111993/94 and 1995196 Data Sell: 
Multi-sample ConjinrtaIory FactOI' AIUl/yli3. 
Chi-square (Degrees of freedom) 
Bentler-Bonett fit indices 
Bentler-Bonett non nonned fit indices 
Comparative Fit Index 
Lagrange Multiplier Test 
5.3.3 ReUabillty and VaUdity Issues. 
1993/94 aad 1995196 data sets 
769.96, df= 420, p<.OOI 
1.83 
0.769 
0.8S3 
0.868 
Suggested no further freeing of fIXed parameters. 
For the 93194 data set Cronbach'. at for all £acton in the more complex model exc:eeded the minimum 
of 0.70 suggested by (Kline, 1986). In 9S!96 data set, with the exceptioD of -,..011111 pro"""· with 
an ac= .66, all factors exceeded .72. Measurement of test-retest reliability was not obtained for any 
cohort precluding judgement of the temporal stability of the measure. 
Evidence of the concurrent validity of the S.N.S.I. was ascertained by correlating constituent subsc:ale 
and total scores with the continuously scored GHQ 30, as suggested e.g. (Harris, 1989). Subsc:ale scores 
were calculated using unit weighting for all items in each of the four factors from the more complex 
model. with a number of variables contributing to more than one factor score. The S.N.S.I. total 
included each of the 22 items scored once only. It was hypothesised that these measures would have a 
significant positive ~iation with the GHQ 30 scored continuously. In addition, Direct Coping was 
hypothesised to have reliable and negative ~iation with sources of stress, following recent evidence 
(Aspinwall &. Taylor, 1992; Long, et aI., 1992; Bowman &: Stem, 1995), see section 3.2.1.4, and 
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Chapter 4. First order correlations with Marlowe-Crown Social Desirability scores partialled out from 
each of these bivariate relationships were calculated. 
The discriminant validity of the S.N.S.1. was tested by examining differences between distressed and 
non-distressed students on S.N.S.1. total and subscale scores. Groups of students were identified using 
the GHQ 30 scored as a dichotomous rather than a continuous variable. Distressed students were 
expected to report greater severity in sources of stress. Gender differences in the reporting of perceived 
stress (Cahir & Moris, 1991; Hudson & O'Regan, 1994), led to the hypothesis that female students 
would report higher levels of stress on the S.N.S.I .. 
In common with the B.S.S.1. the S.N.S.1. had a negative relationship with the Marlowe-Crowne Social 
Desirability Index, with defensive students more likely to report fewer worries on all subscales in the 
Cohort one/two data set ("academic loatl' r= -.2647, p=.0005; "clinical concerns" r= -.3505, p=.0005; 
"personal problems" r= -.3078, p=.0005; and "interface worries" r=-.2317, p=.OOI). The positive 
relationship between S.N.S.1. total and subscale zero and flrst order correlations with the continuously 
scored GHQ 30 remained significant having controlled for social desirability effects2, see Table 5.15. 
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Table 5.15: Zero and First Order Partial Correlations o/S.N.s.1. Subscales and Total with GHQ 30 
(continuously scored) in 93/94 Data Set. 
Academic load 
Clinical concerns 
Personal problems 
Interface worries 
S.N.S.I. total 
Zero Order Correlations 
withGHQ 
r=.3832 
N=199 
p=.OO05 
r=.3525 
N=199 
p=.OOOS 
r=.5329 
N=188 
p=.OO05 
r=.4907 
N=190 
p=.OOO5 
r=.5263 
N=164 
p=.OOO5 
First Order Correlations controlling for 
Social Desirability. 
r=.3694 
N=196 
p=.0005 
r=.3252 
N=196 
p=.0005 
r=.5160 
N=185 
p=.0005 
r=.4753 
N=187 
p=.OOO5 
r=.5159 
N=161 
p=.0005 
It should be noted that the GHQ 30 and M.e.S.D.1. were not reliably correlated in the 93/94 data set 
(r-.1229, p=.07). 
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Direct Coping was negatively associated with all four subscales and with the total score on the S.N.S.l., 
having controlled for defensive reporting3, see Table 5.16. 
Table 5.16: Zero and First Order Partial Correlations o/S.N.S.!. Subscales and Total with Direct Coping 
in 93/94 Data Set. 
Zero Order Correlations 
with Direct Coping 
First Order Correlations controlling 
for Social Desirability. 
Academic load 
Clinical concerns 
Personal problems 
Interface worries 
S.N.S.I. total 
r=-.3311 
N=197 
p=.0005 
r=-.3683 
N=197 
p=.0005 
r=-.3332 
N=186 
p=.0005 
r=-.2988 
N=188 
p=.0005 
r=-.3894 
N=162 
p=.0005 
r=-.2691 
N=194 
p=.0005 
r=-.2834 
N=194 
p=.0005 
r=-.2575 
N=183 
p=.0005 
r=-.2395 
N=185 
p=.0005 
r=-.3134 
N=161 
p=.0005 
The S.N.S.l. and subscales had no relationship with sickness/absence early in training or around entry to 
the Branch programme, or with examination perfonnance in the Common Foundation or Branch 
programmes as obtained from School records. Discriminant validity of the S.N.S.l. was evidenced with 
S.N.S.I. subscales and total means reliably higher for distressed students as expected, see Table 5.17. 
Table 5.17: Comparing S.N.s.I. Subscales and Total Scores Between Distressed and Non-Distressed Students in 
respective samples. with Social Desirability as Covariate. in 1993/94 data set. 
Variable Distressed student· Non-Distressed student· F,SigF 
(adjusted means) (adjusted means) 
Academic load 23.96 20.26 F(I, 196)=21.84, p=.0005 
Clinical concerns 16.56 14.14 F(I, 196)=10.83, p=.001 
Personal problems 12.61 9.71 F(I, 185)=28.61, p=.0005 
Interface worries 19.21 15.82 F(I, 187)=19.45, p=.OOO5 
S.N.S.I. 55.22 45.56 F(I, 161)=26.51, p=.OO05 
• Groups distinguished on the basis 0/ a 3/4 cut off on the GHQ 30. 
The relationship between Direct Coping and M.C.S.D.I. was positive and significant (r=.3096, p=.0005). 
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The same series of analyses were carried out on data from the 95/96 data set. In this second set of data 
the correlations of the S.N.S.1. subscales and total with the Marlowe-Crowne Social Desirability 
Response Index (Crown & Marlowe, 1960) were less pronounced than in the previous reports 
("academic load" r=-.1495, p=.041; "clinical concerns" r=-.1741, p=.OI9; "personal problems" r=-
.2147, p=.004; "interface worries" r=-.1693, p=.024; S.N.S.I. r= -.2168, p=.005). 
The positive correlations of each subscale with the continuously scored GHQ 30 remained significant, 
and of the same order seen in the 93/94 data set, after controlling for defensive response bias, see Table 
5.18. 
Table 5. J 8: Zero and First Order Partial Correlations of s.N.S.!. Subscales and Total with GHQ 30 
(Continuously Scored) in the 95/96 Data Set. 
Academic load 
Clinical concerns 
Personal problems 
Inter/ace worries 
S.N.S.I. total 
Zero Order Correlations 
withGHQ 
r=.4414 
N=174 
p=.0005 
r=.3791 
N=167 
p=.0005 
r=.4769 
N=168 
p=.0005 
r=.5168 
N=165 
p=.OOO5 
r=.5605 
N=155 
p=.OOO5 
First Order Correlations controlling for 
Social Desirability. 
r=.4251 
N=171 
p=.0005 
r= .3573 
N=164 
p=.0005 
r=.4589 
N=165 
p=.OOO5 
r=.4988 
N=162 
p=.OOO5 
r=.5446 
N=152 
p=.0005 
In this 95/96 data set, while the inverse zero order bivariate correlations between Direct Coping and 
S.N.S.I. subscales were all reliable and exceeded -.18, control of social desirability led to the association 
between Direct Coping and "clinical concerns", and "interface worries" becoming non-significant, see 
Table 5.19. 
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Table 5.19: Zero and First Order Partial Correlations o/S.N.S.l. Subscales and Total with Direct 
Coping in the 95/96 Data Set. 
Zero Order Correlations 
with Direct Coping 
First Order Correlations controlling 
for Social Desirability. 
Academic load 
Clinical concerns 
Personal problems 
Interface worries 
S.N.S.I. total 
r=-.2283 
N=187 
p=.002 
r=-.1825 
N=181 
p=.014 
r=-.3678 
N=180 
p=.OOO 
r=-.1891 
N=179 
p=.Oll 
r=-.2916 
N=167 
p=.000 
r=-.1905 
N=184 
p=.009 
r=-.1344 
N=178 
p=.on 
r=-.3236 
N=177 
p=.000 
r=-.1429 
N=176 
p=.057 
r=-.2396 
N=164 
p=.002 
The predicted discrimination between distressed and non-distressed students seen with the total S.N.S.1. 
and each of the four subscales in this second data set remained following control of defensive bias, see 
Table 5.20. 
Table 5.20: Comparing S.N.S.1. Subscales and Total Scores Between Distressed and Non-Distressed Students in 
respective samples, with Social Desirability as Covariate, in 1995/96 data set. 
Distressed Student· Non Distressed Student· F,SigF 
(adjusted means) (adjusted means) 
Academic load 26.14 21.51 F(I, 170)=28.74, p=.0005 
Clinical concerns 18.86 15.60 F(I, 163)=14.16, p=.OOOS 
Personal problems 13.98 10.26 F(I, 164)=32.47, p=.0005 
Interface worries 20.94 16.48 F(I, 161)=25.86, p=.OO05 
S.N.S.I. 60.01 47.36 F(I, 151)=41.21, p=.0005 
• Groups distinguished on the basis of a 3/4 cut off on the GHQ 30. 
The difference in the strength of associations between S.N.S.1. subscale and total scores and the 
M.C.S.D.1. between 93/94 and 95/86 data sets could be due to the difference in reporting conditions 
across groups, with the initial data set being asked to give their names, and those in the later data set 
remaining anonymous. The 95/96 cohorts scored consistently higher on the majority of criterion 
variables than Cohort one/two students from the 93/94 data set, despite being no more likely to respond 
in a defensive manner. However, Cohort one/two students reported more Direct Coping use than those 
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in Cohorts three/four, and this may have resulted in comparatively lower criterion variable scores, see 
Table 5.21. 
Table 5.21: Comparison Between 93194 and 95196 Data Sets on a Range of Screening Variables. 
Variable 93/94 data set 95/96 data set T Score 
Academic load 22.70 25.10 t=4.17, df=384, p-.0005 
(5.79) (5.50) 
N=199 N=187 
Clinical concerns 15.74 18.18 t=4.45, df=378, p=.0005 
(5.39) (5.23) 
N=199 N=181 
Personal problems 11.59 13.00 t=23.51, df=366, p-.OO05 
(4.00) (4.27) 
N=188 N=180 
Interface wo"ies 17.99 19.77 t=3.14, df'-367, p=.002 
(5.47) (5.43) 
N=190 N=179 
S.N.S.I. 51.63 56.92 t=3.72, df-329, p-.0005 
(13.20) (12.65) 
164 167 
GHQ 30 (Likert) 30.70 34.91 t=3.35, df=361.11, p=.001* 
(11.66) (13.16) 
N=218 N=180 
General Coping 15.78 16.59 t=1.10, df=409, p=.271 
(7.24) (7.59) 
N=216 N=195 
Direct Coping -.2500 -1.1795 t=2.27, df=409, p-.006 
(3.44) (3.35) 
N=216 N=195 
Suppression -.4028 -.0667 t=1.84, df=409, p=.066 
(1.77) (1.93) 
N=216 N=195 
Marlowe-Crowne 16.44 15.54 t=1.19, df=410.42, p=.236* 
Social Desirability (5.55) (4.78) 
Index N=218 N=195 
• F aI/owing Levene's adjustment for intergroup inequality of variance. 
Several studies examining sources of stress in students in higher education have noted the tendency for 
female students to report more sources of stress (eahir & Moris, 1991; Hudson & O'Regan, 1994). 
Similar gender differences were hypothesised, and found in the 93/94 data set for "academic load' 
(Female x=23.12, Male x=20.11; F(l, 194)=8.56, p=.004) and S.N.s.I. total (Female x=52.37, Male x= 
46.51; F(l, 159)=5.33, p=.022). In the 95/96 data, all subscales, with the exception of "personal 
problems", discriminated male and female responses, (Female x=13.37, Male x=I1.80; F(l, 177)=2.72, 
p=.10) , with social desirability as covariate. 
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5.4 Discussion. 
A number of problems with the construction and validation of the B.S.S.1. have led to its augmentation, 
amendment, and the production of the Student Nurse Stress Index (S.N.S.I.). Following the exploratory 
and confirmatory test construction procedures recently outlined (Deary, et aI., 1993; Ferguson & Cox, 
1993; Agius, et aI., 1996), examination of the psychometric properties of the S.N. S.1. has revealed the 
cross sample factor congruence, good or acceptable levels of reliability for each of the four subscales, 
and evidence of the concurrent and discriminant validity of this new measure under a range of reporting 
conditions. In view of this, the S.N.S.1. compared favourably with the B.S.S.1. and other measures of 
student nurse stress, see Appendix 2 for S.N.S.!. and scoring procedures. 
Factor Structure 0/ the S.N.S.L 
The hypothesised factor structure was largely met by an initial exploratory analysis using 93/94 data set, 
with the emergence of "academic load", "clinical concerns", "Inter/ace worries", and "personal 
problems" factors. It had been anticipated that "personal problems" items would load onto an 
"inter/ace worries" factor as such concerns may require the student to interact with School structures. 
The emergence of this fourth factor may have resulted from the sequential presentation of the items 
comprising this scale to respondents. B.S.S.I. items were presented in this manner to allow comparison 
of the sources of stress perceived by student nurses with those described in a previous study (Beck and 
Srivastava, 1991), see Chapter 4. The presentation of such similar items as a block may have resulted in 
the creation of a response set, with participants responding in a similar manner to this group of 
variables. 
Confirmation of this four factor structure in an independent data set was necessary step in the derivation 
of the S.N.S.1.. This was particularly important in view of the sculpting of factor structure produced by 
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the variable reduction process using principal component analyses and oblimin rotation, and the removal 
of weak and general items from the rotated pattern matrix in the initial data set. The removal of items 
may have been driven by unique properties of the 93/94 correlation matrix, making replication of this 
initial solution unlikely. 
More Complex Four Factor Structure. 
The confirmatory analysis used in this study was an involved process at various levels. At an 
exploratory level, the simple oblique four factor structure in 93/94 data set was confirmed in the 
independent data set produced by 95/96 cohorts. The four factors had identical loadings across data 
sets. 
The more sophisticated Confirmatory Factor Analysis confirmed the existence of four factors in 1993/94 
data set, but suggested the possibility of a better fitting more complex model. "Other personal 
problems" was loaded onto "clinical concerns"(Fl) in addition to showing a "personal problems"(F3) 
association in the simple solution. "relationships with other professionals" was suggested to load onto 
"personal problems"(F3), and "intetjace worries"(F4), in addition to "clinical concerns"(Fl). The 
clinical items of "too much responsibility", "atmosphere created by teaching staff (clinical)" and 
"relations with staffin the clinical area" loaded onto "academic load"(Fl), additionally. Lastly, "J 
am not sure what is expected (academically)" was required to load onto "clinical concerns"(Fl) and 
"personal problems"(F3) to improve the fit of the model. 
meaningful, and interpretable. 
These eight additional loadings were 
Following the freeing of these previously fixed parameters, in the manner suggested by the Lagrange 
Multiplier Test, a better fitting model was revealed by the confumatory analysis on 1993/94 data set. 
While this repeated analysis with additional freed parameters failed to produce fit indices in excess of 
.90, the Comparative Fit Index of .88 was very close to this, and along with a Chi2/df of less than 2 the 
suggestion of an acceptable fit of model to data was made. Estimating the fit of a model to a target 
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correlation matrix following consideration of a range of fit statistics has been recommended (Bentler & 
Bonett, 1980; Bentler, 1990; Breckler, 1990; Bentler, 1992), with a CFI in the high .80 or above .90 
indicative of good fit (Feist, et aI., 1995). 
The existence of this more complex four factor structure was also found using confirmatory techniques 
on the independent data provided by 1995/96 cohorts. This analysis produced fit indices of the same 
order as in the previous study, with a Comparative Fit Index of .86 and Chef elf ratio of < 2, leading to the 
suggestion that at this level of confirmation that the cross sample validity, or factor congruence of the 
more complex four factor model had been demonstrated. 
Lastly, the hypothesis that covariance structures and factor loadings were identical between data sets 
was tested and verified simultaneously on 93/94 and 95/96 data sets using multi-sample Confirmatory 
Factor Analysis. The more complex model in S.N.S.I., showed good or acceptable internal reliabilities 
in each of the four subscales, and evidence of the cross sample validity of the measure was obtained at 
this most stringent level of confirmation. 
Relationship o/the More Complex Four Factor Solution With Social DesirabUity. 
In common with the B.S.S.I., the S.N.S.I. had a negative correlation with social desirability, with 
defensive students likely to report few worries. Controlling for these associations, the concurrent 
validity of the S.N.S.1. was demonstrated by a series of consistent and reliable first order correlations 
with the GHQ 30 (Likert) in the 93/94 data set, confirming the prediction that highly distressed students 
would report more worries. Similar first order relationships were replicated for S.N.S.I. subscale and 
total scores in the 95/96 data set controlling the potential confound of these bivariate relationships. Note 
that all three variables, except distress scores in 93/94 data set had a significant association with 
M.C.S.D.1.. 
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The tendency for students reporting high levels of Direct Coping to report low levels of perceived stress, 
independently of social desirability response bias, was seen in the 93/94 data set and partially replicated 
in 95/95 cohorts. This suggests that while Direct Coping and the S.N.S.1. were both related to social 
desirability, this relationship was not the basis of the zero order bivariate correlation. While the S.N.S.!. 
shows a minor association with social desirability, few self-report measures of stress and distress remain 
unaffected in all settings. Rather than ignore this issue, the use of a measure of social desirability 
alongside the S.N.S.1. to allow detection and control for this response style is suggested. 
Validity of the S.N.S.1.. 
Examination of the predictive validity of the S.N.S.!. was only possible in the 93/94 data set. S.N.S.1. 
subscale and total scores showed no reliable association with objective, archival data of sickness, 
absence and academic performance. Student concerns reported early in training may have little relation 
to the experience of students later in the course (Brown, 1996), and associations between self-report 
measures of stress and objective performance indicators may only apparent for subsets of such samples 
(Parkes, 1983). 
Evidence of the discriminant validity of the S.N.S.I., was provided by the series of reliable differences 
in subscale and total scores between distressed and non-distressed students in both data sets. In 
addition, there was evidence of the discriminant validity of the S.N.S.1. in both named and anonymous 
reporting conditions. While students in the 93/94 data set were less likely to produce high scores on all 
criterion variables, these students were no more likely to produce socially defensive reports than their 
colleagues. This phenomenon of participants reporting less stress and distress when providing their 
names has been reported elsewhere (Barone, 1995). 
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Methodological Issues Arising From the Study. 
Fit Indices 
While the Comparative Fit Index fell just below the critical value of .90 in all confirmatory analyses 
with the more complex model, this together with concurrent Chi2/ df ratios of less than 2 confirmed the 
complex solution at all levels of the confirmatory process. As confirmation of a model may be judged 
in terms of a range of indices, e.g. (Long, et aI., 1992; Feist, et aI., 1995), the balance of evidence was 
in support of congruence of the more complex solution at all levels of scrutiny. It seems sensible, 
however, to incorporate strategies to improve the fit of this more complex model in any future 
development of the S.N.S.1.. This could be achieved by the addition of items to each of the four factors 
followed by a repeat of exploratory and confirmatory analyses to produce increases in the percentage of 
variance explained, and improve fit indices. 
Variance Explained by Factors in the More Complex Model 
A further issue arising from the methods used to derive the measure relates to the identification of the 
amount of variance explained by each factor in the correlation matrices from 93/94 and 95/96 data sets. 
A major consequence of using oblique rotation in the construction process was that calculations of the 
variance explained by individual factors in both correlation matrices were contaminated by between-
factor associations. One partial solution to this problem was to explore the variance explained by each 
oblique factor in the total variance of a measure using multiple regression techniques (Miller, 1995). 
Using this technique, the main source of student worry described by the S.N.S.1. total was the 
"academic loatl' facing students which accounted for 60.15% of variance in 93/94, and 49.67% in 
95/96 cohorts. "Clinical concerns" explained 19.47% of variance in 93/94 S.N.S.1. total and 26.79% in 
95/96 cohort replies. Lesser comparable amounts of variance were explained by the remaining factors 
between data sets. This method of calculating the variance explained by a factor in the overall S.N.S.I. 
total could only be used with the simple solution. In the more complex model, with six variables 
contributing eight additional general loadings such an approach would lead to a contamination of the 
estimates of explained variance by each more complex factor in the S.N.S.I. total. 
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In comparison to the variance explained by each simple oblique factor in the S.N.S.1. total, the four 
factors from the simple structure model explained 51.3% of variance in the correlation matrix in the 
93/94 data set and 49.4% in matrix from the later cohorts. While the S.N.S.1. accounted for a 
satisfactory amount of the worries reported by students in both data sets when compared to the 37.1% of 
variance explained in the sources of stress reported by student nurses (Rhead, 1995), comparison with 
the Psychology Student Stress Questionnaire which describes 58.8% of sources of stress in psychology 
undergraduates (eahir & Moris, 1991) leads to the suggestion that there is room to improve the 
explanatory power of the S.N.S.I .. 
Data Reduction Process 
At each step of this process, a number of weak or general items were deleted. The positive gain in 
explanatory power gained by the deletion of weak or general items was balanced by a loss of variables 
of interest, and a potential narrowing in the usefulness of the measure. Following exploratory analysis 
the expected factor structure of the measure was maintained and confirmed suggesting the achievement 
of a balance between explanatory power and item inclusion. 
The further data reduction process was also available following the confirmatory analyses suggesting 
the more complex four factor solution. The decision to retain six general items4 centred on preservation 
of face validity, and concerns that severe pruning of the remaining 22 variables would remove any 
relative advantage the S.N.S.I. might have over other measures. This decision was based on both 
psychological and statistical grounds. 
4 All general variables had significantly associations with additional factors, with the exception of "other 
personal problems" on "cOnical concerns" which only approached significance using a univariate test of 
significance in both data sets. This variable/factor loading was retained as univariate tests of significance do 
not reveal the same information as multivariate evaluation strategies such as the Lagrange Multiplier test 
which suggested the freeing of this parameter (Byrne, 1994). 
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Scoring of the Measure 
While consideration was given to the strategy of using weighted coefficients to derive subscale and total 
scores, e.g. (Agius, et al., 1996), it was rejected. The use of oblique rotation required interpretation of 
the factor structure using rotated pattern matrix loadings (Kline, 1986; Kline, 1994). As such values are 
not the equivalent of factor loading scores, caution in their use to derive item weightings is warranted 
(Kline, 1986). In addition, the use of factor loadings to omit items during test construction may 
remove the need to derive item weighting scores to obtain a measure with sufficient reliability and 
sensitivity (Lowenthal, 1996). 
Furthermore, while multi-sample confirmatory analysis demonstrated the equivalence of parameter 
estimates across data sets, small between-cohort differences involving changes in the valence of 
loadings would further complicate the scoring of this measure. No "a priori" strategy to select a single 
data set to generate weightings for calculation of S.N.S.I. subscale scores had been specified, and the 
generation of parameter estimates from a single data set formed by the collapse of both data sets would 
require further confirmation. Unit weighting was used to score the S.N.S.I., as other studies have done, 
i.e. (Aldwin & Revenson, 1987). 
Frequency Scale 
The fmal issue arising from construction of the S.N.S.I. was the lack ofa frequency scale, with students 
only asked to rate the degree of stressfulness, or severity, inherent in S.N.S.1. items. Future 
improvements in the S.N.S.1. may include the addition a separate frequency scale (Snape, 1993; Snape, 
1995; Agius, et al., 1996). The overall stress score in the S.N.S.I. amended in this manner would be the 
sum of the product of frequency and severity scores for each item (Speilberger & Reheiser, 1995). The 
inclusion of separate estimates of stressor frequency by distressed students may introduce new 
measurement error, however. The recall bias of depressed participants (Bowman & Stern, 1995) would 
need to be controlled for during scale development. 
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Improvements to the S.N.S.I .. 
The emergence of the "personal problems" factor may have been due to the sequential presentation of 
the items comprising this scale creating a response set. The testing of order effects thought to account 
for the emergence of the fourth factor by presenting S.N.S.!. items in a randomised order to a new 
sample and running a further exploratory and confmnatory series of analyses could resolve this issue. 
Further demonstrations of the reliability of the S.N.S.!. would include repeated presentation of the 
measure to students and evaluation of its temporal stability. While stability over a short period of up to 
two weeks may be expected, any reduction in test-retest reliability over a longer periods with students 
likely to report different patterns of stressor severity overtime may be difficult to interpret. 
The Relative Merit of the S.N.S.L. 
The reliability and congruence of the more complex four factor structure between independent data sets, 
has demonstrated that recognised sources of stress are perceived by student nurses, and that they have 
academic, clinical, interface and personal dimensions. Evidence of the concurrent and discriminant 
validity in named and anonymous reporting conditions has been obtained, and the recommendation to 
administer the S.N.S.I. alongside the Marlowe-Crowne Social Desirability Index (Crown & Marlowe, 
1960) has been made. While future refmements to the S.N.S.I. have been suggested, this present 
measure compares favourably with other measure of student nurse stress. 
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6. Teaching coping strategies to student nurses 
6.1 Introduction 
Over the lasts 25 years the volume of worksite stress management literature has grown markedly, and 
several influential reviews of the literature have been carried out (McLeroy, et al., 1984; Murphy, 1984; 
Kasl, 1987; Murphy, 1988; Murphy, et aI., 1992). Each successive review has noted the increase in well 
designed experimental stress reduction/management interventions, has outlined further methodological 
improvements, and has identified the need to build upon a cumulative work-based stress management 
literature. 
In 1988 there were approximately 40 studies which evaluated the impact of stress management 
interventions using a range of designs and targeting various populations (Cooper & Payne, 1992). Few 
of these studies involved hospital workers, nursing staff or nursing students. Deleterious cognitive, 
emotional and behavioural outcomes attributable to difficult working conditions, recently demonstrated 
in a range of occupational groupings (Warr, 1987; Jones, et aI., 1988; Cooper & Payne, 1992; Rees & 
Cooper, 1992), are now being reported with trained nurses (Nichols, et al., 1981; Rix, 1987; Thompson, 
1992; Leary, et aI., 1995), and with those gaining entry to the profession (Parkes, 1987; Parkes, 1990). 
Prolonged exposure to high levels of work stress found in many nursing worksettings can have a 
considerable impact on the behaviour of nursing staff (McGrath, et aI., 1989; Plant & Plant, 1992 
Hunter & Houghton, 1993). In addition, exposure to ''toxic'' elements of the work setting may trigger 
changes in the social and health-related behaviour of nurses and nursing students which can result in 
increased levels of morbidity (Bailey, 1984; Tyler & Cushway, 1992). 
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Since 1988 there has been an increase in the number and quality of interventions attempting to reduce 
affective distress in hospital workers, trained nurses and student nurses adopting both individual and 
organisational perspectives. While many of these studies have methodological and evaluatory 
weaknesses, a quasi-experimental and experimental stress reduction/stress management literature has 
emerged targeting health workers. These studies range from examples of "best practice" (West, et aI., 
1984; Jones, et aI., 1988), to others which have little to recommend them (Zindler-Wemet, 1980; 
Kushnir, 1986; Lindop, 1993). The evaluation of such recent studies constitutes an essential step in the 
planning/design of a stress management intervention with the sample of student nurses described in 
Chapter 4. Summary descriptions of a range of stress management interventions with hospital workers, 
trained nurses and student nurses, are detailed in Table 6.1, adopting a format consistent with recent 
influential reviews, i.e. McLeroy, et aI., (1984) and Murphy, (1984). 
6.2 An evaluation of work-based stress management! 
reduction interventions with hospital workers, trained 
nurses, student nurses, and other stUdents in higher 
education. 
The following review of workbased stress management interventions has included studies of hospital 
workers (e.g. nursing assistants) and trained nurses. Similar interventions with students nurses and 
students in general higher education settings have also been examined. Allied health professionals, 
ancillary hospital workers and trained nurses are exposed to many common sources of occupational 
stress, and may share similar personal attributes (Wolfgang, 1995). Attempts to reduce or prevent 
distress in such clinically active workers are relevant to this study, as are those interventions targeting 
academic, interface and personal sources of stress facing student nurses and students in higher 
education. 
Worksite stress management interventions can be categorised in terms of the focus or level of 
intervention described (Murphy, 1984), with primary, secondary and tertiary level interventions found at 
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both organisational and individual levels (Cox, 1993). Organisational interventions target problematic 
job designs and organisational structures and try to reduce occupational stress at source. Individually 
orientated interventions targeting the cognitive, emotional, physiological and behavioural domains may 
introduce stress reduction techniques to help the worker change the stressful situations, or may impart 
stress management skills to help the worker adapt to situations unamenable to change at the individual 
level, or may assist traumatised workers to recover (McLeroy, et aI., 1984). 
Of the thirty-seven studies, summarised in Table 6.1, three relate to stress reduction/stress management 
interventions with hospital workers, fourteen target trained nurses, and twenty focus on student nurses. 
The majority of studies set interventions at an individual level, and "treated" subjects in groups. Many 
programmes consisted of single-method stress reduction or stress management strategies. Although 
some volunteers were extremely distressed (Jackson, 1983), none of the studies recruited distressed 
participants 1, but instead offered preventive interventions to participants who were not selected on the 
basis of their recent or current distress. While many of the studies cited in Table 6.1, were not published 
at the time of recent reviews many show methodological and evaluatory flaws highlighted in the past. 
6.2.1 Studies with hospital workers 
Two interventions targeting hospital workers with predominantly organisational interventions enrolled 
large numbers of participants, from 126 to 12, 000 (Jackson, 1983 (11)2; Jones, et aI., 1988 (l3b), 
gathered data on absenteeism (Jackson, 1983 (11», drug errors and the number of resultant law suites 
(Jones, et aI., 1988 (l3a, l3b». Such data are routinely collected by U.S. hospitals and their insurance 
companies as absenteeism resulting from work-related mental and physical ill-health, and law suites 
attributing drug errors to the cognitive and affective impairment of distressed health service workers 
may constitute a considerable cost to such employers. 
1 The exception to this being Hutchings, et al., (1980), working with distressed psychology students, see Table 6.4. 
2 Numbers (in brackets) refer to position of study outline in Table 6.1. 
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Table 6.1: A Comparison o/Stress Reduction and Management Studies with Hospital workers. Trained Nurses. and Student Nurses. 
Results 
Soar« Subjeell Daiga Tralalac Method. Programme (ormat Response Measures Post training Follow-up Comments 
l. Bailey, 4S first year Quasi~taI study. Data Didactic: infonnation 6 weekly sessions for Sickness and absence Reduction in sickness No follow-up Preventive study, 
(1984). student collection in term I + 2 theoryl giving, prICticaI treatment/control groups. frequencies of participants levels post-intervention reported. with unselected 
nurses. practice settings. Control group sessions and ART Session length not during four periods of forueattnentgroup volunteers (i.e. 
given lectures and practical (lIUtogenic relaxation spcc:ificd. Group fOnnal. training, in first year of alone. No effect on volunteers had not 
sessions but did not receive ART and cognitive training. absence ftcquencies for been selected due to 
(Autogenic Regulation reappraisal training). either group. recent high distress 
Training). levels). 
2. Bell, 30 first Quasi~taI study, with Clinical skills Skill demonstration, State-Trait Anxiety; Skill No skill performance (T) showed reduced Preventive study, 
(1991). semester nllUrally oc:c:urring ueatment and training to perform performance feedback, Performance Checklist differences between State Anxiety with unselected 
student control groups. Anxiety of female catherisation, access to video of female (inserting a female treatment (T) and overtime, and reliably volunteers. Teaching 
nurses. students receiving psychomotor either with or catbetcrisation. Pre- catheter); Demographic control (C) groups in less Anxiety when and assessment of 
skills training + prc-c:linical without prc-c:linical clinical skills assessment details. clinical setting. performing female psychomotor skills 
skills evaluation compared to skill evaluaaion IS for treatment group only. catherisation in the modified to reduce 
those receiving the usual part of PRI*Blion. Group format. clinical setting student distress. 
psychomotor skills training. in (compared to C). 
cduc:alional and clinical settings. 
3. Bruning .t 62 hospital Experimental study, comparing ElIch group received ElIch set of training Pulse; Systolic and Significant reductions No longer term Preventive study, 
Frcw, employees. combinations ofMlnlgemcnt either cognitive sessions lasted 8-10 hrs Diastolic blood pressure; in Pulse Rate and evaluation is reported with unselected 
(1987). skills (MSK), Meditalion behavioural, in a group format. Galvanic skin response Systolic BP at time B volunteers. 
(MED), Exercise (EXC) IIId relaxation, or (GSR). for all treatment groups 
Wait control (CON). time B. exercise training, when compared to Recommend use of 
Effec:tivencss ofMSKI MED, prior to receiving a (CON). pulse as a partic:ularly 
MSKlEXC, MEDlMSK, MEDI second different sensitive 
EXC, EXClMSK, EXCI MED ue.ment. All ueabnent physiological 
combinations compared with all combinations were measure in suess 
trcaIment group (at time C). equally effcc:tive in management 
Data collcc:tcd prc-tn:atment produc:ing Pulse Rate interventions. 
I (A), post- treatment IIprc- reductions between 
treatment 2 (B), post-trcabnC:nt times A and C. 
}+2 (C). 4 week baseline for a 
range of physiological measures. 
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Results 
Souree Subjects Design Training Methods Programme format Response Measures Post training Follow-up Comments 
4.Charlesworth 18 nursing Quasi-experimental, pre-test, Progressive, deep 10 session programme, State and Trait Anxiety, Groups comparable No difference Unselected 
& Murphy, students. post-test design, with a wait and autogenic delivered over 5 weeks. Examination performance. initially. Experimental between groups on volunteers. Reduction 
(1981). control group. Testing was relaxation. Group delivery, in 1 group had lower State examination in generalised (trait) 
carried out prior to treatment, Systematic de- hour sessions. Tapes Anxiety than Control at performance. anxiety attri buted to 
following session 4 before mid- sensitisation focused administered for practice final exam. Treatment application of 
term exam and post-treatment on test taking and of relaxation at home. group showed relaxation as a active 
prior to a final examination. life stressors. reduction in Trait method of coping to 
anxiety post- treatment. real life situations. 
5. Fehring, 78 normo- Experimental pre, post-test Benson's 8 week training period, State Anxiety, Profile of Groups were No follow-up Unselected volunteers 
(1983). teosive design. Compares effects of two Relaxation in small groups of two to Mood States (POMS), comparable initially. reported. recruited. 20% 
nursing forms of relaxation with no Technique (BRT), five students. Group 1 Blood pressure. BAR group had lower attrition reported. 
students. treatment control. and Biofeedback- given initial BRT State AnxietylPOMS Study failed to use 
Aided relaxation instruction. Group 2 than BRT and control. repeated measures 
(BAR) using received single session evaluation strategy. 
Galvanic skin of BARlGSR training. 
response (GSR). Asked to practice daily 
for 8 weeks. 
6. Foley & 36 first 2 x 3 x (3) repeated measures, Stress Inoculation 4, 1 hour sessions over a State and Trait Anxiety, No treatment x time No follow-up Unselected 
Stone, semester experimental design. HighlLow Training, with month. Full treatment Cognitive Need Scale, interaction. reported. volunteers. However, 
(1988). students cognitive need, FulllPartiallNo education, skills included introduction; Thought listing technique, Multivariate time effect 70% scored above 
treatment between-group factors acquisition and identification of difficult Self efficacy measure comprised of community norms on 
with repeated measures. No application phases. situations; progressive developed for study. significant univariate State and Trait 
control measures at time 3. muscular relaxation; and Revised Ways of Coping effects on State and anxiety at outset. 
application sessions. (Folkman and Lazarus Trait anxiety, Thought 39% attrition over 
Partial treatment omitted 1983), Examination listing, Self Efficacy, length of study. No 
initial introduction. performance, Treatment and Ways of Coping impact on exam 
Group format. credibility and Satisfaction Checklist subscales. performance. 
with treatment measure. 
7. Forbes, 300 Nursing Pre-experimental study, with a Progressive 2 session treatment Peripheral skin temperature; PMRJDAB led to None reported. Study recruited 
(1992). students. single group, pre-post muscular relaxation given in one or several Pulse rate. increase in skin unselected 
intervention evaluation. Pre/post (PMR); large groups. temperature and volunteers. 
testing for each session. Length Deep abdominal reduction in pulse rate. 
of pre-treatment baseline breathing (DAB); 
unspecified. Hypnosis. 
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8. Godbey & 19 nursing Quasi-experimental, pre-test, Cognitive, 6 week programme, Hudson's Inventory of Self Only treatment x time No follow-up. Self-referred recruits 
Courage, students. post-test, follow-up design. behavioural stress provided in as individual Esteem (ISE), Generalised interaction seen with perceived that 
(1994). Control group matched on age, reduction counselling. Individual Contentment Scale (GCS), Trait anxiety reflected anxiety was affecting 
marital status and race. techniques of time interview to identitY State and Trait Anxiety, initial inequivalence of their 
and self problems proceeded Course and Examination experimental and academic/clinical 
management, study skills teaching. Contact grades. control groups. performance. 
skills training. time for each student not 
detailed. 
9. Gray-Toft & 17 hospice Quasi-experiment, with Discussion of 9 session (I hour each), Demographic measure; Reduced Total Stress None reported. Preventive study, 
Anderson, nurses. alternating treatment design, and specific stressful in groups. Nursing Stress Scale; Job Scores. Increased Job with unselected 
(1983). two groups of participants. GI incidents of Description Index; Satisfaction. Reduced volunteers. 
(evening and night shift) participants; Turnover statistics. Turnover in Nurses 
received treatment from week 1- Specific coping receiving treatment 
9, and 02 (day shift) from week exercises; Role when compared to 
7-16. Data Collected every three play. Nurses from other 
weeks, from week 1. settings. 
10. Heaman, 40 junior Quasi-experimental, pre-test, Didactic 5 x 90 minute sessions State and Trait Anxiety; Reduction in State None reported Preventive study, 
(1995). baccalaureate post-test, no-treatment control information, for treatment group Relaxation self report log; Anxiety for treatment with unselected 
nursing group design. Two experimental, Quieting Response alone. Urinary potassium groups. No treatment volunteers. 
students. and two control groups were training (with excretion (flame effect on physiological 
used. audio- cassettes and photometry) measures. 
diaries); 
Biofeedback-aided 
relaxation. 
11. Jackson, 126 Hospital Work units, matched for size, in Increasing staff unit Training was given to all Frequency of unit meetings; 3 month evaluation Perceived Influence, While volunteers 
(1983). employees, a University Hospital were meetings; Providing unit supervisors before Personal influence; revealed minimal Role Conflict! Role were not selected 
including randomly allocated to training for random allocation to Autonomy; Frequency and effects in all criterion Ambiguity, Job following screening 
16% nursing treatment!no-treatment managers running treatment condition. duration of communication, variables. Satisfaction, Absence for distress, 
assistants. conditions. Participants within meetings, in the Training was given in Distress (General Health Frequency, and participants showed 
each setting were randomly semi-autonomous groups. Questionnaire 30); Role Turnover Intention extremely high levels 
assigned to pre-test! no pre-test hospital units ConflictlRole Ambiguity; showed adaptive ofGHQ 30 distress. 
conditions enabling an assigned to the Absenteeism; Turnover change. Caution urged in 
evaluation of the effects of pre- treatment condition. Intention. interpreting results 
testing. An experiment with a due to lack of pre-
Solomon four group design (see testing for half 
table 2). participants. 
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12. 42 Experimental, no-treabnent Stress inoculation 6, 50 minute sessions, 2 State and Trait Anxiety; Found a treabnent No further evaluation. Volunteers not 
Johansson sophomore, control, pretest-post test design, approach sessions a week. Institute for Personality and group main-effect. No selected for recent 
(1991). 34 senior with stratified random allocation. (education! training! Treatment given in Ability Testing (IPAT) effect of year, or group distress. 
nursing Measures taken weekly on three application). groups. Depression Scale. x year interaction for 
students. occasions pre/post intervention, Breathing exercises, Anxiety and 
averaged to give an single progressive Depression. 
pre/post treatment score. muscular autogenic 
relaxation. 
13a Jones et 700 Time-series design, in a single Uses educational Screen employees, Frequency of medication Significant decrease in No further evaluation. Hospital unselected in 
al, (1988). employees in setting. Organisational study. and structural inform hospital errors. medication errors post terms of medication 
(Study 1) one small change approach to managers; Plan intervention. error frequency, or 
hospital, reduce medication policy/procedural change staff distress. 
includes errors. from screen; Disseminate 
trained change plans to workers; 
nurses. Show coping video, set 
up Employee Assistance 
Programme. 
13b. Jones et 12,000 Quasi-experimental/ matched Used educational As in study I, with the Frequency of malpractice Treatment x time No further evaluation. Hospitals unselected 
al, (1988). hospital control group using a 2 x 2 multi- and structural provision of an law suites resulting from interaction. Lower by rate of malpractice 
(Study 2) employees, factorial repeated measures change to reduce additional didactic slide- medication errors. malpractice claims in suites, or staff 
including design. Organisational study. malpractice law tape lecture on the 22 experimental distress. 
large number suites relationship between hospitals. 
of trained stress and malpractice 
nurses. claims for participants. 
14. Kaganet 373 Quasi-experimental, pre-test, Standardised M + A + I programme Beck Depression Inventory, Training produced a Training effect Unselected 
aI (1995). emergency post-test, 9-16 month follow-up. treatment packages lasted for 42 weeks. Occupational Stress reduction in all scores apparent at follow-up. volunteers. Effects of 
medical Individual presentations of presented Training given in groups Indicator, Maslach Burnout apart from anxiety. Interpersonal treatment combine in 
service Progressive Muscular Relaxation individually or in of 8-10 participants. 6 Indicator, State and Trait Coping with people (A) awareness (I) training an interactive rather 
workers. (M), Assertiveness and Crisis combination. groups in each Anxiety Inventory, Kagan + interpersonal best long term than additive manner. 
training (A), and Interpersonal programme. Affective Sensitivity Scale, awareness training (I) treabnent. 
Awareness training (I) compared Unobtrusive Job and Coping with people 
toM+I,M+A +1, A +I,M+ Performance measures. (A) + coping with 
A. physical reactions (M) 
best short term 
combinations. 
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15. Kunkler 18 trained Pre-cxperimental study which Increasing self- 4, 11/2 hour sessions, for General Health Massive attrition meant No evaluation Unselected 
& nurses. attempted pre and post awareness of two separate in time, Questionnaire 28; Burnout no evaluation was possible. volunteers. 
Whittick, intervention testing for two sources of stress: independent groups. Checklist. possible in each run of 
(1991). separate runs of a stress Goal setting to the intervention. 
management intervention. change situations; 
Adapting to work 
situations; 
Progressive 
muscular relaxation; 
Social support and 
discussion. 
16. King, 33 graduate One group, pre-test, post-test pre- Donovan's Guided Imagery Script State and Trait Anxiety. Lowered State Anxiety. Effects maintained for Unselected 
(1988). nursing experimental design, with 5 relaxation with presented at three, 30 two weeks. volunteers. 
students. small groups of students. Pre and guided imagery. minute sessions, two 
post session testing. weeks apart, in groups. 
17. Lawrence 69 nursing Quasi-cxperiment, with distress Didactic sessions; 4, weekly sessions which Attitude and Belief Measure Decrease in Oral No long term Unselected 
et ai, students. of students on a "Death and Discussion sessions formed part of a "Death (Death and Dying); Word Temperature, Pulse, evaluation. volunteers. High 
(1985). Dying Course" compared to that of palliative care; and Dying" course. Anxiety Level Assessment; Systolic Pressure And attrition rates. 
of different students on a health Cognitive BP; Pulse; Oral and Skin Blood Glucose. 
promotion course. experiential Temperature; Blood Anxiety reduced 
activities for Glucose. following completion of 
treatment group "Death and Dying" 
only. course. 
18. Lee & 60 trained Experimental, pre-test, post-test, Assertiveness 6, 2 hr sessions, Rathus Assertiveness Scale, Treatment group had Treatment effects Unselected 
Crockett, nurses 4 week follow-up design. training package presented in group Perceived Stress Scale. lower scores on were apparent at 4 volunteers. 
(1994). (Chinese Experimental and control group (Lange and format. Session content Perceived Stress Scale week follow-up. 
speaking) received equal contact time. Jakubowski 1976), included concept of and higher 
Control group received Rational Emotive assertion, identification Assertiveness scores. 
alternative treatment in the form Therapy (RET) of rights, identifYing 
of computer training. underpinned irrational beliefs, 
treatment. building positive self 
statements, application, 
development of group 
support. 
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19. Lindop, II nursing Action research, with qualitative Experiential 3 module educational Student comments on No fonnal evaluation. No follow-up. Unselected 
(1993). students. and quantitative elements. workshops, with course, in 9, weekly, one individual sessions. volunteers. 
didactic content, hour sessions, given in 
included autogenic groups. 
relaxation. 
20. Mancini 60 graduate Experimental, pre-test, post-test Relaxation; 8 weekly, one hour Palmer Sweat Print; Blood Palmir Sweat Print was No follow-up Massive attrition in 
et ai, nursing design. Weekly administration Imagery; sessions, delivered in Pressure; State Anxiety; sig diff in treatment experimental and 
(1983). students of a range of measures. Diaphragmatic groups. Rahe's Life Change group. control groups. 
Breathing; Inventory. Unselected 
Reduction of volunteers. 
caffeine intake. 
21. McDonald One intake of Pre-experimental study Didactic program 18 session educational Student attrition from the Attrition reduced from No follow-up. Unselected students 
et ai, (1983). an associate comparing attrition rates over an incorporating stress programme, running I Associate Degree. 42% in previous cohorts recruited to study. 
degree entire course prior to reduction and stress day a week for 5 weeks. to 16% in the treatment Intervention was part 
nursing intervention, with attrition management topics. Programme delivered in group. of curriculum. 
program. (N) observed in the independent groups. 
not reported treatment cohort of students 
throughout their course. 
22. McIntyre 26 trained Experimental pre-test, post-test Standardised 5, 2 hr sessions. Session Assertiveness Self Treatment x time Effects found at Self referred sub-
et aI nurses. design with waiting list control. assertiveness content included Statement Test, "Perceived interactions were found follow-up. assertive Nurses 
(1984). training package introduction to assertion, Self Assertion Ability", and for all self-report participated. 
(Lange and cognitive components, "Ability to Refuse measures. A lesser Therapist x treatment 
Jakubowski 1976). verbal/non-verbal Requests" Likert scales, treatment effect was interactions were not 
Incorporated RET elements of assertion, Rathus Assertiveness Scale, found comparing initial explored. 
techniques, and role play, identification Adult Self-Expression role play assertiveness 
verbal/non-verbal ofirrational beliefs, Scale. ratings to those seen 
assertion skills. positive assertion following treatment. 
techniques. Sessions ran 
by four therapists. 
23. Michie & 16 trained Single group, pre-test post-test, Didactic Two day course, with State and Trait Anxiety; Job State and Trait Anxiety No follow-up. Unselected students 
Ridout, nurses in a pre-experimental study. infonnation giving; four week interval Satisfaction (visual reduced post- recruited to study. 
(1990). continuing Increasing self- between sessions. Group analogue scale). intervention. Job 
education awareness and skills fonnat used. Satisfaction increased. 
setting. training. 
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24. Murphy, 38 trained Experimental study, comparing Biofeedback aided I hour training session SCL Checklist 90; Trait All groups reported Post-study practice High attrition from 
(1983). nurses. two fonns of relaxation with relaxation; for 10 day training Anxiety; Treatment lower Trait Anxiety. rates poor. the 60 original, 
placebo control. I day baseline Progressive period. Given in small Credibility Scale; Work Biofeedback led to Progressive muscular subjects. Preventive 
prior to intervention, with post muscular relaxation; groups of participants Environment/Job Stress greater increase in hand relaxation group study, with unselected 
training data collection, and 3 Self relaxation (four in each group). Survey; Personal Habits temperature. reported greater volunteers. 
month follow-up evaluation. training (Placebo Checklist; hand temperature. ability to cope with 
control). stress than others. 
25. Randolph 72 trained Quasi-experimental, pre-test, Variety of burnout, 2 day Burnout Pre- Symptom Checklist (SCL- Using pre-test scores as No follow-up data Unselected volunteers 
etal nurses in a post-test design. Post treatment stress management vention Workshop, 90), including 9 symptom co-variate, treatment collected. recruited. No effect 
(1986). hospital data gathered 45 days from skills, incl uding designed specifically for subscales, and two total main effects found for of setting found. 
setting. baseline. Treatment carried out in physiological self- target group. scores. overall total scores, and 
three different settings with regulation (imageryl somatisation, obsessive-
different groups of Nurses. meditation) and compUlsive, 
didactic information interpersonal sensitivity, 
on stress, relaxation, depression and hostility 
depression and subscales on SCL-90. 
burnout. 
26. Russler, 57 first year Experimental, pre-test post-test, Stress Inoculation 16 hours of contact on State and Trait Anxiety; Time main effects for No longer term Unselected, non-
(1991). baccalaurea placebo group, control group with relaxation, two consecutive Reported Emotions Survey; State Anxiety, Reported follow-up. distressed volunteers 
te nursing design. assertiveness skills Saturdays for Ways of Coping; Emotions and Coping. recruited to this 
students. and didactic content experimental and placebo Coopersmith Self Esteem Intervention had no preventive study. 
for experimental control groups. Inventory; Schedule of effect. 
group. Self- Recent Experience. 
awareness training 
for placebo control. 
27. Sheil & 58 student Pre-experimental study, with pre Multimodal training 2 day workshop. Zung Self-Rating Anxiety General reduction in Anxiety lowest at Unselected 
Mcisenheim« nurses and post-test and follow-up targeting anxiety Anxiety awareness Scale, Biodot measured anxiety over course of time 3, on first day at volunteers. 
(1992). sitting a comparison on a range of and test skills. exercises, test skill peripheral skin temperature. study regardless of work following exam. Examination pass rate 
registration variables. Breathing practice, time and task treatment group. not reported. 
exam. relaxation, imagery, management, test taking 
test skills, time and strategies. 
self management 
provided. 
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28. Speck, 26 year Quasi-experimental, pre-test, Guided imagery; Treatment participants State and Trait Inventory, Using ANCOVA to No follow-up Unselected 
(1990). nursing post-test design. Control group included training in received individual Biodot Stress Dot control for baseline reported. volunteers. 
students received usual educational relaxation, steps of imagery instruction via (peripheral skin Trait anxiety, treatment 
preparation. Took place in 7th psychomotor skill. audiotape. Included temperature), Psycho-motor group reported lower 
week of 1st semester. All Images of the task suggestions for sensory performance time, State anxiety post 
students had 3 hrs of practice to be performed and involvement in the Performance rating. Order treatment. No effect on 
before a summative assessment successful images used by students. ofinjection in dyad. peripheral skin 
of skill proficiency. Students completion Treatment students temperature, 
injected partner in dorsog!uteal encouraged. listened to tape before performance timet 
muscle. assessment. score. or order effects 
found. 
29. Stanton 40 trained Experimental, pre-test, post-test, "Ego-enhancement" 4 session treatment. Stress Profile. Both groups showed Treatment x time Unselected 
(1988) nurses. 9 month follow-up design. consists of physical Initial session of 50 improvements post- interaction at 9 month volunteers. 
Nurses paired on a Stress Profile relaxation, imagery, mins, with three further treatment. follow-up. 
score, and members of dyad cognitive weekly sessions of20 
randomly assigned to treatment, techniques. minutes. Treatment in 
or wait control. groups. 
30. Stephens, 100 nursing Quasi-experimental, pre-test, Imagery; Treatment groups were State and Trait Anxiety; No impact on No longer term Unselected volunteers 
(1992). students. post-test, control group design. Progressive exposed to Imagery, or Examination scores. examination scores. follOW-Up 
Imagery, imagery + progressive Muscular Imagery + PMR Imagery, Imagery + 
muscular relaxation (PMR) Relaxation (PMR). audiotape. Practice PMR groups showed 
treatment conditions, compared assignments included. greater reduction in 
with a no- treatment control. State Anxiety than 
control. 
31. Summers 45BSN Quasi-experirnental, non- Music as a 60 beat per min music State and Trait Anxiety; Treatment group had No longer term Unselected 
etal, nursing equivalent control group design. relaxation strategy was presented to Test Scores; Pulse Rates. lower Pulse Rates. No follow-up. volunteers. 
(1990). students. Pre and post-treatment in test taking. treatment group sitting other effect 
evaluation. an exam. 
32. Tsai& 46 trained Experimental pre-test, post-test Cognitive- 2, 90 minute sessions, Nurse Stress Checklist, No effect of treatment At week 5, a Unselected 
Crockett, nurses in three week follow-up design. behavioural method with a final follow-up Chinese version GHQ-30. was apparent at week 2. treatment x time volunteers. 
(1993). Taiwan Control group received same of relaxation. session in week 5. interaction was found 
hospital. contact hours with series of Focusing, passivity and for perceived sources 
lectures. receptivity skills of stress only. 
practiced. 
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33. von 14 trained Quasi-experimental study with Stress inoculation Subjects given training State and Trait Anxiety; Found a training effect No longer term Recruited unselected 
Baeyerand nurses in a successive two group, time-series approach teaching in 3, one hour sessions Daily record sheet; for Group A but not for follow-up volunteers to study. 
Krause, burns unit. design. 7 day baseline, 8 day cognitive- with between 2 and 5 Retrospective Stress Groupo. 
(1983-84). training period, 26 day post behavioural stress days between sessions. Management Training 
assessment period (Group A). 14 reduction Treatment given in Evaluation; Practice Logs; 
day baseline, 8 day training techniques, and groups. Demographic Variables. 
period, 19 day post-intervention didactic information 
period (Group B). Post-treatment giving. 
scores averaged to give single 
score. 
34. Wernick, 130 practical Quasi-experimental study Stress inoculation, Intake 2 received 9, Demographic data; Treatment resulted in No longer term Differential attrition 
(1984). student comparing attrition rates in two with educational, weekly I hour training Termination rates; lower attrition rates. follow-up. among groups on 
nurses. separate intakes of students rehearsal and sessions. Group training Academic grades. unselected volunteers. 
(N=65 in each). Intake 1 served application phases. provided. 
as a non- equivalent control Included breathing 
group to later intake. Intake 2 exercises, progressive 
students were randomly assigned muscular and 
to 5 stress inoculation training autogenic relaxation. 
groups. 
35. Westet 60 acute care Experimental study with 2 x [2 Combinations of Participants seen State and Trait Anxiety; Active treatments better No longer term Recruited unselected 
al, (1984). registered + I] x (3) split-plot factorial education, coping individually over 4 Rathus Assertiveness than no-treatment. follow-up. volunteers to study. 
nurses. design, with pre/post treatment skills and exposure weeks. Treatment given Schedule; Job Related Those receiving Coping 
data collection. Education + training based on individually by a series Tension Index; Maslach Skills Training showed 
coping + exposure (SI), stress inoculation of therapists. 5 weeks Burnout Inventory; Life improvement in 
Education + coping skills (CS), techniques. between pre and post Satisfaction Index; Systolic Stateffrait Anxiety, 
Education + exposure (EX) and assessment, for treatment and Diastolic BP. Maslach Burnout 
Education (ED) conditions group. Inventory and a 
compared to no-treatment control reduction in Systolic 
(NT) over three data points. Blood Pressure. 
Allowed for a component 
analysis of individual effects of 
stress management intervention. 
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36. Zindler- 34 trained Pre-experimental study with pre Relaxation and 5 month programme. State and Trait Anxiety Following treatment No follow-up Unselected 
Wernet&. nurses. and post intervention measures. arousal reduction Session content and Inventory, Symptoms of lower stress symptoms, reported volunteers. 
Bailey, methods. timing not disclosed. Stress, Perceived Stressor trait anxiety and 
(1980). Inventory perceived sources of 
stress reported. 
37. Zindler- IS trained Action research. Exercise-Based Series of I hour Series of open questions as Anecdotal evaluation. None reported. Unselected 
Wernet, Intensive intervention at seminars on benefit of an evaluation. volunteers. 
(1980). Care Nurses. worksite. running, selecting Demographic information. 
clothing, monitoring of 
pulse rate. 
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With one experimental study employing a Solomon four group design (Jackson, 1983 (11», see Table 
6.2, and a second series of studies using a time-series, single setting format, and a quasi-experimental, 
non-equivalent control group design (Jones, et aI., 1988 (13a, 13b respectively», both of these studies 
recruited non-selected volunteers. The hospital employees in the earlier study were highly distressed, 
however, with mean baseline distress scores of 61.8 (sd. 6.9) and 60.8 (sd. 11.9) for control and 
intervention groups of hospital workers (on the GHQ 30 item version, using a Likert scoring) (Jackson, 
1983 (II». This is twice the high levels of distress reported by first year student nurse distress in the 
earlier screening study (Le. Cohort one, X =28.84 (sd. 12.43); Cohort two, x =31.68 (sd. 11.03), see 
Chapter 4), and currently these extreme levels remain unsurpassed. 
Table 6.2: Solomon Four Group Design Used By Jackson (1983)(1 J) 
Group Time one 
Experimental group 0 
2: Experimental group 
3: Control group 0 
4: Control group 
Key to Table 2 
o - Assessment carried out at this point. 
X - Jntervention commenced at this point. 
Time points are three months apart. 
Time two 
X 
X 
Time three 
0 
0 
0 
0 
Time four 
0 
0 
0 
0 
The focus of these "interventions" was at the unit/hospital manager level, training managers to run 
meetings more often and more successfully (Jackson, 1983 (11» or to amend organisational structures 
(Jones, et aI., 1988 (I3a, 13b ». In the larger series of studies, the intervention facilitated hospital 
managers to identify the sources of stress within their organisation, produce and disseminate action 
plans to amend operational policy and job design, and offered coping training to large groups of 
employees using a video medium (Jones, et aI., 1988 (l3a, 13b», Using these organisational 
approaches, adaptive changes in interface variables of role conflict, role ambiguity, perceived influence, 
job satisfaction, and organisational variables of absence frequency and turnover intention were found 
(Jackson, 1983 (II». Success was achieved in reducing medication errors in a single hospital following 
intervention, and in minimising malpractice law suites in 22 hospitals receiving an identical intervention 
(Jones, et aI., 1988 (l3a, l3b». While organisational interventions were successful within the individual 
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or organisational terms set, the adaptive impact of such an approach while apparent at six month follow-
up was not seen at an earlier three month survey (Jackson, 1983 (11). This delay in treatment effect 
may be less than ideal in work situations in which workers report such extreme levels of distress. 
Furthermore, instituting organisational change and adapting managerial behaviour did not produce 
overall reductions in worker distress (Jackson, 1983 (11 ». 
Studies targeting hospital workers with an individual, rather than an organisational focus also exist 
(Bruning & Frew, 1987 (3); Kagan, et aI., 1995 (14». Kagan et al (1995) (14) comparing the short and 
long-term impact of relaxation, assertiveness and interpersonal awareness training combinations 
reported post-training to follow-up adaptive changes with all criterion measures except State and Trait 
Anxiety. Assertiveness/interpersonal awareness and relaxation/assertiveness combinations were the 
most effective combinations for depressed participants. 
6.2.2 Studies with trained nurses 
The worksite stress management/reduction studies targeting trained nurses all have an individual focus 
and provided training of relevance to the clinical sources of stress facing participant trained nurses in 
specific settings, i.e. in hospice (Gray-Toft & Anderson, 1983 (9», long stay psychiatric (Kunkler & 
Whittick, 1991 (15», a continuing education setting (Michie & Ridout, 1990 (23», burns unit (von 
Baeyer & Krause, 1983-84 (33», acute care (McIntyre, et aI., 1984 (22); West, et aI., 1984 (35); 
Stanton, 1988 (29); Tsai & Crockett, 1993 (32); Lee & Crockett, 1994 (18», and in intensive care 
settings (Zinder-Wernet, et aI., 1980 (36); Zindler-Wernet, 1980 (37», see Table 6.1. 
The strategies used by these interventions were all person-centred, and included exercise-based 
programmes (Zindler-Wernet, 1980 (37», single-method relaxation interventions (Murphy, 1983 (24); 
Tsai & Crockett, 1993 (32», assertiveness training programmes (McIntyre. et aI., 1984 (22); Lee & 
Crockett, 1994 (18», and multi-dimensional stress inoculation approaches incorporating relaxation, 
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meditation, and cognitive techniques (von Baeyer & Krause, 1983-84 (33); Wernick, 1984 (34); West, 
Horan, & Games, 1984 (35». Didactic information giving and discussion of critical incidents facing 
nurse practitioners augmented stress reduction/stress management skills training (Gray-Toft & 
Anderson, 1983 (9); Randolph, et aI., 1986 (25); Michie & Ridout, 1990 (23); Kunkler & Whittick, 
1991 (15». All interventions recruited unselected volunteers, and with the exception of West, et aI., 
(1984 (35» provided treatment in groups. Contact times in these interventions ranged from a little over 
2 hours to 2 days. 
Of the pre-experimental studies which presented results, a single group pre-test, post-test study was 
designed to enable trained nurses to attempt to change, or adapt to the stressful situations facing them in 
a more effective manner (Michie & Ridout, 1990 (23». Using a series of didactic and experiential 
sessions over two days, participants were encouraged to become more aware of the stressful situations 
facing them, and were taught a series of stress reduction and stress management techniques. Adaptive 
changes in State-Trait Anxiety and job satisfaction were found post-intervention (Michie & Ridout, 
1990 (23». 
In each of the quasi-experimental studies with trained nurses, small numbers of volunteers from a 
hospice (N=17) (Gray-Toft & Anderson, 1983 (9», and a burns unit (N=14) (von Baeyer & Krause, 
1983-84 (33» were exposed to stress management training. Each study used a successive two group, 
time-series design, with one naturally occurring group acting as the other's control, see Table 6.1. After 
both groups had received three hours of individual cognitive-behavioural training in stress reduction and 
stress management techniques, only one of the participating groups of nurses in a burns unit showed any 
effect of training (von Baeyer & Krause, 1983-84 (33». With a longer contact time of 9 hours of 
training over as many weeks, and using critical incidents as a focus for group discussion and skill 
learning, the programme with hospice nurses reduced total stress scores, staff turnover, and increased 
job satisfaction in both participating groups (Gray-Toft & Anderson, 1983 (9». Those nurses working 
on night shift were reported to benefit particularly. The impact of burnout prevention training on 
overall scores on the SCL-90 checklist has also been reported (Randolph, et aI., 1986 (25». 
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Of the five experimental studies with trained nurses, two single treatment studies (Murphy, 1983 (24); 
Tsai & Crockett, 1993 (32», and a component analysis of a multi-dimensional training (West, et aI., 
1984 (35» may be found. In addition, studies have used assertiveness training to reduce the perceived 
stress levels reported by trained nurses (McIntyre, et aI., 1984 (22); Lee & Crockett, 1994 (17». 
Murphy, (1983) (24) randomly assigned 44 trained nurses to three treatment conditions, i.e. 
biofeedback-aided relaxation, progressive muscular relaxation training, and self-relaxation training as 
placebo-control. However, the failure of each of the treatment strategies in this study to effect arousal 
reduction for particular participants led to the recommendation of providing multi-modal stress 
management interventions for working populations to improve success ratios in arousal reduction 
(Murphy, 1983 (24». 
West, et aI., (1984) (35) provided such a multi-dimensional intervention, using a complex 2 x [2 + 1] x 
(3) split-plot factorial design. With independent between-group factor variables of exposure/non-
exposure to a coping treatment and exposure/non-exposure to simulated clinical stressors, they 
examined the relative efficacy of an education placebo to all combinations of other treatments, and to a 
fifth treatment condition, a no-treatment control at pre, post and follow-up data points. See Table 6.3 
for further design details. The inclusion of a no-treatment control clarified whether the education 
treatment had become a treatment in its own right during the time course of the study. 
While coping skills (CS) x time (M) interactions were found on all 7 dependent variables measured in 
the study, and pre-post improvements for those receiving the Coping intervention (CS) were apparent at 
4 month follow-up, no difference between (ED) and (NT) treatment conditions were found on any of the 
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Table 6.3: Treatment Combinations Employed by West. et al .. (1984)(35). in their 2x[2+1] x(3) Split-Plot 
Factorial Design. at Times 1. 2 and 3. 
Coping skills 
training 
Simulated clinical 
stressors 
SI 
No Simulated clinical 
stressors 
cs 
No treatment 
NT 
No Coping skills 
training 
+1 
r-----~E~X~----~------~E~D=-----~ ~------------~ 
(S/) Education + coping + exposure. 
(EX) Education + exposure 
Key to Table 6.3 
(CS) Education + coping skills. 
(ED) Education 
(NT) No Treatment 
Control 
N.B. Data was collected from each independent treatment group at pre-intervention, post-
intervention and at follow-up. 
7 independent variables. West, et aI., (1984) (35) concluded that the active ingredient of the stress 
management intervention had been the coping skills intervention, and that the educational-didactic 
component, though therapeutically inert, was an essential pre-requisite for the coping skill training. 
6.2.3 Studies with student nurses 
Of the fourteen studies described in Table 6.1, there are action research, pre-experimental, quasi-
experimental, and experimental studies, all of which attempt to reduce distress in student nurses. The 
focus of the majority of studies has been at the individual level, targeting unselected students and 
providing preventive interventions in groups. While four studies incorporated organisational strategies 
to reduce clinical evaluation anxiety by employing different teaching and assessment strategies (Bell, 
1991 (2)) and to reduce student nurse attrition (McDonald, et al., 1983 (21); Bailey, 1984 (1); Wernick, 
1984 (34)), none included job redesign elements. 
The relatively large numbers of interventions adopting a more individual approach reflects the concern 
surrounding the affective well-being of individuals entering a stressful caring profession, and the ease of 
access to large groups of student nurses. Therapeutic strategies used have included the provision of 
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didactic infonnation on stress and coping, relaxation strategies such as breathing exercises, biofeedback-
aided relaxation, progressive muscular relaxation, autogenic relaxation, hypnosis and meditation. 
Changing self-statements, teaching problem solving, assertiveness training, the use of experiential 
exercises linked to specific forthcoming clinical experiences, encouraging changes in diet and the use of 
music to relax. Contact times ranged from 4 hours (Fehring, 1983 (5» to 2 days (Russler, 1991 (26». 
Three studies with pre-test, post-test single group designs exist. In one, 300 students were exposed to 
progressive muscular relaxation in session 1, and abdominal breathing and hypnosis in session 2 
(Forbes, 1992 (7». Peripheral skin temperature and pulse rate were assessed once before and after each 
session. While both progressive muscular relaxation and abdominal breathing resulted in an increase in 
skin temperature and a reduction in pulse rate post-treatment, it was difficult to attribute these fmdings 
to the intervention. The second study, with a single group interrupted time-series design, claimed a 
reduction in student attrition over the duration of a course from 42% to 16% following the introduction 
of a five day educational orientation program (McDonald, et aI., 1983 (21 ». While this design 
represented the most rigorous evaluation available for this organisational intervention, no attempt to 
survey changes in distress, or coping behaviour in new students associated with reductions in attrition 
from an associate degree nursing programme was made. Lastly, while an intervention to reduce test 
anxiety in students sitting a licensing examination described a fall in anxiety over four data collection 
points, this trend was not related to changes in examination perfonnance (Sheil & Meisenheimer, 1992 
(27». 
The majority of stress management interventions with nursing students have employed quasi-
experimental designs, and have provided treatment to groups of unselected student nurses. Some 
presented solely educational approaches to prepare students for difficult clinical or academic 
experiences (Lawrence, et aI., 1985 (17); Summers, et aI., 1990 (31» despite the therapeutic inertness of 
such approaches (West, et at., 1984 (35». Others have used single-method strategies to reduce student 
anxiety early in training (Charlesworth, et aI., 1981 (4); Godbey & Courage, 1994 (8); Heaman, 1995 
(10», or to reduce sickness and absence (Bailey, 1984 (I». Further studies have compared the 
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effectiveness of different types of relaxation methods (Stephens, 1992 (30», or used multi-modal stress 
management interventions (Wernick, 1984 (34» following the recommendations of Murphy (1983) 
(24). 
In such studies, reductions in sickness and absence rates for treatment groups have been claimed despite 
little evidence of pre-intervention group equivalence and placebo treatment credibility, and despite an 
apparent increase in sickness and absence across groups over time (Bailey, 1984 (I). A study using a 
multi-modal intervention, has claimed success in reducing attrition and increasing examination marks, 
ignoring the selective attrition effects which may have accounted for some of the fmdings (Wernick, 
1984 (34». Further studies introducing anxiety management training (Charlesworth, et aI., 1981 (4» 
and multi-modal stress reduction techniques (Godbey & Courage, 1994 (8» have found no impact of 
training on academic performance. Exposure to imagery may also significantly reduce State Anxiety, 
however, the combination of imagery and progressive muscular relaxation in this instance produced no 
additional benefit (Stephens, 1992 (30». Furthermore, in this last study neither intervention 
combination had any impact on examination scores, confirming the lack of a relationship between 
student nurse distress and academic performance (O'Connor & Bevil, 1996). Other studies, exposing 
volunteers to a combined biofeedback and Quieting Response relaxation treatment have shown that 
reductions in State Anxiety for participants were not mirrored in the physiological measures used 
(Heaman, 1995 (10». This may reflect the general tendency for measures of the subjective work 
environment not to correlate with such "objective" physiological indices (Schonfeld, 1992). 
While stress management programmes with more satisfactory experimental designs exist, some failed to 
demonstrate any effect of treatment. For example, a study using a complex 2 x 3 x (3) design examined 
the effectiveness of a Stress Inoculation Training programme in reducing State and Trait Anxiety in first 
semester students (Foley & Stone, 1988 (6». While students were highly distressed initially, this 4 hour 
intervention had little adaptive impact. The general reduction in distress found overtime for students, 
which was irrespective of their cognitive characteristics or treatment group, and was likely to arise from 
student adjustment to the novel demands of the course. A further multi-modal intervention treating 
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non-distressed volunteers in groups over 2 consecutive Saturdays, used an experimental, pre-test post-
test, placebo group, no-treatment control group design (Russler, 1991 (26)). Measuring a range of 
psychological outcome measures, the intervention failed to demonstrate any treatment effects on self-
reported State Anxiety, threat and challenge emotions and coping behaviour. The inclusion of a 
placebo-control group within the design reduced cell size to 19 students in each treatment condition, and 
as a consequence, it was unlikely that any moderate treatment effects could be detected reliably. The 
inclusion of a placebo-control group in this situation may have been warranted had this particular 
treatment been shown to be effective, and an disaggregation study was being carried out to identify the 
active therapeutic elements of treatment. 
Other, more successful experimental interventions exist, however. A study randomly allocating 78 
normotensive student nurses to receive either Benson's Relaxation training by itself, or in combination 
with galvanic skin response biofeedback, demonstrated the superiority of this second treatment 
combination. Students receiving this augmented relaxation training reported lower State Anxiety and 
Profile of Mood Score than those receiving no feedback (Fehring, 1983 (5)). Finally, using an 
experimental design, 76 junior and senior nursing students were randomly allocated using a stratified 
procedure to experimental and control groups, and presented with a multi-modal treatment over 6 weeks 
(Johansson, 1991 (12». Having established initial equivalence of experimental and control group 
criteria scores, reports of Anxiety and Depression by the treatment group of students were reliably lower 
post-intervention. The results were not moderated by student seniority. The main weakness of this 
study centred on the likelihood of expectancy effects contributing to the fmdings, with treatment groups 
being told their initial depression scores early in the 5 hour intervention. 
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6.2.4 Studies with students in higher education/other workbased interventions 
Of the interventions targeting students in higher education presented here, only two describe any 
evaluation of the programme (Hutchings, et aI., 1980; Schinke, et aI., 1987), see Table 6.4. A single 
study described the structure of a multi-media training, hinted at experimental evaluation but did not 
present any such information (Greenberg, et aI., 1987). Hutchings, et aI., (1980) compared the 
effectiveness of relaxation (with no application), to relaxation training (with application), and anxiety 
management training. This last form of training augmented applied relaxation with further opportunities 
to address concerns using structured rehearsal, visualisation of self-management methods, prior to real 
life application and practice. Recruiting distressed volunteers to treatment, anxiety management training 
was shown to be more effective in producing adaptive changes in a range of self-report measures, 
including the reduction of maladaptive cognitive coping, than applied relaxation training in which 
structured rehearsal was absent. No effect of treatment was found on the physiological measures taken. 
The preceding review, i.e. sections 6.2.3/6.2.4, has analysed a range of intervention strategies to reduce 
and manage work-related stress. While therapeutic strategies set at individual, interface and 
organisational levels have been evaluated with trained nurses and other hospital workers, stress 
reduction/management interventions targeting student nurses and other students in higher education are 
generally set at an individual level. Few interface or organisational strategies have been reported. 
Evaluation strategies used to determine intervention impact have ranged from pre-experimental to 
randomised controlled trials. No "reactive" preventive interventions exist targeting student nurses. 
6.2.5 Recommendations 
The review of stress reduction/management literature with trained nurses, and student nurses has led to 
the following recommendations. 
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Table 6.4: Stress Reduction and Management Studies with Col/ege Students. 
Results 
Source Subjects Design Training Methods Programme format Response Measures Post training Follow-up Comments 
I. Greenberg 162 College Pre-experimental study. Didactic information Modular presentation. College Schedule of Recent Not described. Not described. Convenience sample 
et ai, students. Screening study identified giving, self- Five session format, 21/2 Experience, Manifest of un selected 
(1987). informational/ skill content instructional training hrs of training in total. Anxiety Scale, Health volunteers. 
included in a self- instructional using tape slide, Students attended each Locus of Control, 
programme. video and audiotape "station" to receive Behavioural Self 
media. Autogenic information and acquire Assessment. 
relaxation with skills. Group treatment. 
imagery. 
2. Hutchings 63 anxious Experimental pre-test, post test, AMT: self-control 6 weekly sessions, each Manifest Anxiety Scale, 2 x 4 ANOVA showed AMT showed lower Selected volunteers, 
et ai, psychology 12 month follow-up design rationale, audiotape lasting 75 minutes. Neuroticism Scale of no difference in Manifest Anxiety with top 15% on EP[ 
(1980). students. comparing Anxiety Management ofPMR. Structured Sessions ran by one of Eysenck Personality expectancy levels scores than UC at 12 and Taylor Manifest 
Training (AM1), with Applied rehearsal, focus on two therapists, with Inventory (EPI), State and between groups, and no month follow-up. Anxiety Scale invited 
Relaxation Training (ART), anxiety symptoms, small groups (5-7 Trait Anxiety Inventory, effect of therapist. to attend pre-test 
Relaxation only Training (ROT), real life practice. members in each group). Anxiety Symptom Groups equivalent at session. Those 
Untreated Control (uq and ART: self control, Checklist, Anxiety pre-test. AMT scored scoring highly on pre-
Placebo control (PC). Four homework, Performance Test, lower on neuroticism test invited to 
weeks after session completion application instruct- Cognitive Coping and trait anxiety than participate. 
students exposed to a laboratory ion. ROT: passive Questionnaire, Pulse Rate, other conditions. AMT, Residualised post-test 
stress procedure (Digit backward rationale, audiotape, Finger Pulse Volume, Skin ART showed lower scores used for group 
subtest of the Weschler Adult no application. PC: Resistance, Blood Pressure. State! Trait anxiety in comparisons. 
Intelligence Scale) to examine six I hr tapes on lab. performance test. 
effect of treatment on psychology. Also Expectancy Measure 
physiological measures. given after first session. 
3. Schinke et 278 sixth Experimental, pre-test, post-test Standardised coping 8, 50 minute coping State and Trait Anxiety More adaptive scores No follow-up Unselected 
aI (1987) grader school design. 4 elementary schools treatment, including skills sessions, held Inventory, Index ofSe1f for treatment group. reported. volunteers. 
students. randomly assigned to treatment didactic information weekly. Group format Esteem, Generation of No difference in 
and control group. Students giving, problem run by two social worker Options Inventory, StatelTrait Anxiety 
sampled from schools. solving, cognitive therapists. Interpersonal Assertiveness between-groups. 
and social skills Measure, Index of Peer 
training, Relations, Junior High 
communication Readiness Scale. 5 
skills. Practice Adjective Checklist Scales. 
activities 
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A worksite coping skills intervention should incorporate a didactic element to facilitate an increase in 
participants' self-awareness of potential sources of stress in their worksetting (Gray-Toft & Anderson, 
1983 (9); von Baeyer & Krause, 1983-84 (33); West, et aI., 1984 (35); Michie & Ridout, 1990 (23», 
and should use a student-centred approach to incorporate discussion of critical incidents associated with 
participants' distress experience, as well as providing coping skills training (Bailey, 1984 (1); West, et 
aI., 1984 (35); Russler, 1991 (26); Stephens, 1992 (30); Heaman, 1995(]0». Such coping skills training 
may include relaxation and assertiveness training (McIntyre, et al., 1984 (22); Lee & Crockett, ]994 
(18», cognitive restructuring, time management training (West, et aI., 1984 (35», and problem solving 
techniques (Michie & Ridout, 1990 (23». Planned contact time of any such intervention must be 
considered during the design stage of such a study. A contact time of 3 hours in one hour sessions 
spread over 5 to 8 weeks, has been shown to be insufficient in promoting reliable changes in participant 
distress (von Baeyer & Krause, 1983-84 (33». Longer contact times, i.e. 9 hours, in at least weekly, one 
hour sessions are needed to advance reliable adaptive changes in psychological well-being (Gray-Toft & 
Anderson, 1983 (9); McIntyre, et aI., 1984 (22». 
In addition, the design used by such an study must enable the legitimate attribution of any effects found 
to the ''treatment'', unlike several studies reviewed here (McDonald, et al., 1983 (21); Forbes, 1992 (7», 
and must allow for measurement of process behaviours associated with adaptive changes post-
intervention. Reports of overall attrition, selective attrition from groups within the study, and pre-
treatment characteristics of participants leaving the study should be specified to allow the examination 
of potential confounding variables. An experimental design, using random allocation to rule out many 
of the threats to the internal and external validity of the study is required (Cook & Campbell, 1979; 
Keppel, 1991), and such a study should recruit sufficient participants to give sufficient power to ensure 
testing conclusion validity. Furthermore, an intervention aiming to demonstrate "treatment" efficacy 
should consider the use of a wait-control group, and not make the mistake of disaggregating an 
ineffective treatment, as other studies have done (Russler, 1991 (26». Determination of the efficacy of 
a treatment must precede investigation of how it works. 
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6.3 Rationale for study 
The aim of this intervention was to reduce the levels of emotional distress experienced by student nurses 
during a second series of hospital placements, with participants selected due to the significant levels of 
distress experienced during their initial series of hospital placements, see Chapter 4. This study has been 
grounded upon the recommendations arising from recent stress management and stress reduction 
literatures and from the review chapters 2 and 3, and will clearly specify underlying conceptual 
assumptions and theoretical bases. Clear rationales for the focus of the study, choice of target 
population and study design, timing of assessment and choice of treatment methods, selection of 
predictor, process and outcome measures, and types of analytic methodologies employed will be given. 
The intensive period of clinical experience, during a second series of hospital placements, exposed the 
student to a wide range of challenging care environments and led up to the first major examination. 
This clinical and educational period in a three year diploma nurse training had been described as a 
stressful time by a previous cohort of students in a pilot intervention, and was an appropriate time within 
the course to deliver a coping skills intervention. The intervention aimed to provide a "primary reactive 
intervention" (Reynolds & Shapiro, 1991), i.e. was one that attempted to facilitate adaptive coping use 
in a sample of student nurses following their exposure to stressful academic and clinical experiences. 
The target popUlation of this study were those students who had experienced significant levels of 
distress during their initial series ofhospitai placements, see Chapter 4. Students who have experienced 
distress earlier in a course are likely to experience further distress in their training (V italiano, et aI., 
1989b). This study is unique in terms of past reviews (McLeroy, et aI., 1984; Murphy, 1984), and the 
recent applied literature targeting unselected hospital workers, trained nurses and student nurses. 
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6.4 Method 
The intervention adopted a transactional conceptualisation of the stress process (Lazarus & Folkman, 
1984) to guide the design and implementation of the informational and skill acquisition content of the 
worksite-based coping intervention, see section 2.1.3.1. In addition, the heuristic framework suggested 
by Ivancevich, et aI., (1990) guided the design, implementation and evaluation of the intervention, see 
section 2.2. These conceptual models remain compatible and complementary within a work-based 
stress reduction and stress management context. 
Based on an extensive pilot study with 26 distressed students from a previous cohort, the informational 
content, therapeutic strategies and teaching methods used by this multi-modal stress reduction and stress 
management intervention were developed. Feedback regarding treatment acceptability and credibility 
guided the evolution of teaching materials, therapeutic approaches, and student handouts. The full set of 
course materials and therapeutic procedures can be seen in Appendix 3. The intervention targeted the 
situational stressors, cognitive appraisal and coping strategies of student nurses, focused therapeutic 
approaches at an individual and interface level, and measured outcome at individual, interface and 
organisational levels. 
6.4.1 Teaching methods 
Following the pilot evaluation, each of the six sessions encorporated the following teaching methods. 
I. The didactic presentation of information on stress and coping. 
2. The use of experiential learning activities (Schafer, 1992) applying a range of stress management 
strategies to the difficult situations faced by students on the course. These situations identified from 
the screening study led to the development of a series of scenarios. Participant students applied a 
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range of stress reduction and stress management strategies to these scenarios, and to the real-life 
situations identified by them during the student-centred parts of each session. 
3. The introduction of practice sessions requiring the application of specific stress reduction and 
management techniques to individual student's clinical and academic practice. 
4. Individual and group reflection on the personal effectiveness of each student's coping attempts in the 
session following practice. 
5. Relaxation skill teaching in the classroom supplemented with practice activities between sessions. 
This provided material for subsequent reflection on skill development in the next session. 
6. The use of a range of psychometric tests to evaluate a range of psychological variables, at pre, post-
intervention in the pre-experimental pilot, and at pre, post and follow-up within the experimental 
main study comprising the randomised controlled trial. 
6.4.2 Informational content/treatment methods of the six sessions. 
The study employed a multi-modal stress management intervention following recent recommendations 
(Murphy, 1983), and provided opportunities for structured rehearsal of strategies to be used in anxiety 
provoking situations (Hutchings, et aI., 1980). Such interventions have been shown to be effective in 
other work settings and occupational groupings (Ganster, et aI., 1982; West, et aI., 1984). The use of 
problem-directed coping, identified by the screening study as an adaptive strategy associated with low 
levels of distress, directed the informational and skill content of this coping-centred stress reduction and 
stress management intervention. The coping intervention presented to groups of selected students, 
aimed to improve individual adaptation to difficult situations facing students, with students encouraged 
to either amend such situations, or adapt to situations which proved difficult or impossible to change. 
Stress management interventions focusing on the individual in situations which are fixed and unalterable 
are appropriate and empowering (Ganster, et aI., 1982; Bailey, 1984). The coping skills intervention 
presented here was designed to help the student to understand and apply the stress/appraisal approach 
(Lazarus & Folkman, 1984; Lazarus, 1995) to their own situation, and was framed in the context of the 
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infonnation provided in Chapters 4 and 5. The intervention was underpinned by the material in review 
section 3.6, particularly in respect of the academic curricular demands facing the student nurses. 
A six session relaxation intervention fonned a major component of the series of 6 workshops. This was 
based on the work of (Ost, 1987) and (Johnston, 1987). The aim of the relaxation programme was to 
enable the student to relax in a non-threatening situation in 30 seconds, and for the student to generalise 
this "applied relaxation" coping skill in real life situations. The process of learning "applied relaxation" 
involved introducing the student to a sequence of progressive muscular relaxation, release-only 
relaxation, rapid relaxation training, and practice in the application of the rapid relaxation instructions in 
real life situations. 
The intervention introduced, in addition, the use of problem solving strategies to change situations 
(Blankstein, et aI., 1989; Hawton & Kirk, 1989; D'Zurrilla, 1990; MacNair & Elliot, 1992; Penn, et aI., 
1993), the use of cognitive techniques, e.g. situational reappraisal (Lawrence, et aI., 1985; Dandoy & 
Goldstein, 1990; Aspinwall & Taylor, 1992; Schafer, 1992; Pantalon & Lubetkin, 1995; White, 1995), 
and the development of time and self-management skills to improve personal effectiveness and increase 
health protecting behaviours (Goldfried & Robbins, 1982; Greenberg, et aI., 1987; Bond & Feather, 
1988; Dykeman, 1993; Vinck, 1993; Pantalon & Lubetkin, 1995). All of these techniques have been 
associated with adaptive outcomes in a range of studies. Using experiential learning as a central teaching 
strategy following recent suggestions (Martin, 1992), the intervention emphasised the application of 
these techniques in personally relevant clinical, academic and interface settings (class room and real-
life), as well providing infonnation on stress and coping. Skills taught to students were introduced and 
set in the context of a series of scenarios developed from infonnation gained with the screen. 
In addition, strategies were included which have been described as having an interface/organisational 
focus by a recent review, i.e. (Burke, 1993). For example, the use of problem solving groups centred on 
the reduction of work-family stress, the facilitation of an increase in perceived influence, and 
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maximisation of student uptake of organisational supports to improve congruence between student and 
environment. Such strategies are rarely included in interventions targeting student nurses. 
6.4.3 Research Questions (Main study) 
The study had the following hypotheses. Following the intervention the experimental group: 
1. Would report lower levels of emotional distress. 
2. Would show increased levels of adaptive coping. 
3. Would show an increase in the number of coping strategies available to them. 
The control group will show no such improvements. 
4. Internal locus of control students would benefit most from the intervention, see sections 2.1.3.1.2, 
and 3.4. 
6.4.4 Design 
The study was designed with a control group, and experimental treatment group, with pre, post and 
follow-up measures, and was supplemented with one quasi-experimental procedure. Students were 
randomly allocated to experimental and control groups. Subjects in the control group later received the 
intervention in distance learning form, see Table 6.5. 
Table 6.5: Design of The Experimental Study. 
Group 
Treatment 
Wait-control 
N Intervention 
40 II Treatment 
39 II Wait 
Tl = pretreatment measurement 
T2 T3 
T2 T3 
Intervention 
Distance 
intervention 
(With a range of predictor, outcome and process dependent variables) 
T2 = measurement at 7 weeks (i.e. post-intervention) 
T3 = measurement at 19 weeks (i.e. at follow-up) 
T4 = measurement at 26 weeks (i.e. post distance intervention) 
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T4 
The study used an experimental design to minimise the threats to the internal and external validity of the 
study, and aimed for a cell size of at least 35 participants. The number of students per cell for a 
moderate effect size of 0.30, cx::=0.05 and a power of 0.80 was established at 35 (Stephens, 1992 (30». 
The intervention was strengthened by the use of treatment concealment, with students unaware of 
participation in an experiment until 3 month follow-up. Participants returned to School from widely 
dispersed clinical placements to engage in the six sessions. This produced independence between 
experimental groupings, and may have helped to minimise differential attrition rates between such 
groupings. The outcome measures used by this study reflected differences known to exist within this 
population of distressed student nurses, and allowed measurement of an individual difference variable 
thought to exert a moderational influence on the outcome of the intervention, i.e. locus of control, see 
sections 2.1.3.1.2. and 3.4. 
6.4.5 Procedure 
Those students who reported significant levels of affective distress, using a 3/4 cut off, see Chapter 4, 
were contacted by letter and offered stress reduction and management training. A reminder was sent out 
one week later, and was followed up the next week with an offer of training delivered by phone. 
Selected student volunteers were randomly allocated to experimental and control groups, and informed 
of the session commencement times. 
At the first data collection point, following the administration of a range of measures, those in the 
control group were told that the high response rate meant that training would occur for them in the 
second run of the programme. They were asked to return for a further set of questionnaires before their 
course started, and were told of the availability of travelling expenses (up to £20 per student in total) and 
a £50 incentive to complete all sessions and data collection requests per treatment run. A grant award of 
£2369 was secured from the General Nursing Council (Education) Fund 1983, managed by the National 
Board for Nursing and Midwifery for Scotland, to provide travelling expenses and offer incentives to 
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complete the course. Pilot work had shown that such incentives would may be necessary to reduce 
attrition. Additional strategies to mimimise attition included the incorporation of baseline data collection 
into the initial meeting, and "catch" sessions offered to students by phone. In addition, following data 
collection, the intervention commenced for the experimental group of students. Experimental group 
students from Cohort one comprised a single group, while those from Cohort two were randomly 
allocated to one of two groups to ensure that group size did not exceed 14 students. Each "run" of 
training had a separate "catch" group. 
Students in the wait-control group subsequently received a distance version of the intervention. 
Evaluation of the distance version revealed that the lack of "treatment" impact was related to format, 
adherence and timing in the curriculum issues. 
6.4.6 Measures used. 
See Appendix 1 for the measures employed in this intervention, and for the information sheet and 
consent forms used. 
6.4.6.1 The General Health Questionnaire (30 item version) (Goldberg, 1978). 
The GHQ 30, and continuous method of scoring this measure have been described earlier. Students 
described their anxiety/depression over the past few weeks. 
6.4.6.2 The State-Trait Anxiety Inventory (Form 17 (Speilberger, et aL 1983). 
Trait Anxiety refers to comparatively stable individual differences in anxiety proneness, i.e. the 
tendency to perceive situations as being potentially threatening, and to respond to such situations with 
increases in State Anxiety (Speilberger, et aI., 1983). Scores for both measures can range from 20 to 80. 
The reliability and validity of the ST AI is well established in occupational settings. These measures 
provided information on the "anxious-comfortable" dimension of affective distress (Warr, 1987). 
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6.4.6.3 Beck Depression Inventory (Beck, 1978) 
This 21 item questionnaire is used to detect depression in normal populations, and has been used to 
indicate adjustment difficulties in university students (Beck & Steer, 1993). The 21 symptoms and 
attitudes included, rated on a 4 point scale (0-3 severity), outlined the negative thoughts experienced by 
students in the past week. 
6.4.6.4 Derogatis Stress Profile (Derogatis, 1980) 
Based on the transactional conceptualisation of stress, Derogatis (1980) has designed a 77 item multi-
dimensional stress inventory. This self-report measure provides three levels of measurement. Total 
Stress Score, described as a superordinate global construct, is derived from the addition of three 
principal or secondary stress domains, i.e. Environmental Events, Personality Mediators, and Emotional 
Response Domain scores. Each secondary domain has subsumed within it from three to five primary 
stress dimensions, see Figure 6.1. 
The Derogatis Stress Profile provided a series of raw scores on each dimension. Raw scores were 
converted to norm-referenced dimension T-scores, and summed to give 3 raw domain scores. The raw 
domain scores were then converted to dimension T-scores before being summed to give an overall Total 
Stress Score. When reporting Primary Dimension, Domain Scores and Total Stress Scores the 
appropriate standardised area T-scores are given. Students were asked to consider how they had felt 
typically over the preceding four weeks. 
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Total 
Stress 
~~,....-----=-
Personality Mediators Emotional Response Environmental Events 
Domain Domain Domain 
Figure 6. J: The Conceptual Structure of the Derogatis Stress Profile. after (Derogatis. J 987). p39. 
6.4.6.5 Beck and Srivastava Stress Inventory (Beck & Srivastava 1991) 
In order to reduce the evaluation load on participants, a shortened 29 item version of the B.S.S.1. 
outlining common situational sources of stress associated with distress was used to evaluate the impact 
of the stress reduction/management intervention. ConfIrmation of the factor structure of the Student 
Nurse Stress Index (see Chapter 5) remained incomplete at baseline, and the 22 item S.N.S.I. could not 
be used. Scores ranged from 29 to 145 on this amended 29 item measure. 
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6.4.6.6 The " Ways o/Coping Questionnaire" (Coyne, et aL, 1981) adapted by 
Parkes, (1984) 
This measure describes the General, Direct and Suppression coping used by students in stressful 
situations. Students were asked to indicate the coping strategies actually used over the preceding 4 
weeks in stressful situations. 
6.4.6.7 Locus of Control (Rotter, 1966) 
This 29 item questionnaire developed as a uni-dimensional generalised expectancy of control measure 
across a wide variety of life domains descnbes the generalised expectancy beliefs of the person (Rotter, 
1966). A high score on this measure denotes a person with an external locus of control. The criteria 
for classifying internals and externals of using a median split (Rotter, 1966; Parkes, 1984), was 
employed here. 
6.5. Results 
6.5.1 Main study sample characteristics 
Table 6.6 shows the demographic descriptions of students who were offered stress reduction and 
Table 6.6: Demographic Characteristics 0/ Participant ShUknts. 
N Participant students 
(P) 
Ale 
i 27.26 
SD (7.S7) 
N 78 
Su 
Male II (IS.2%) 
Female 68(84.8%) 
Marital status 
Single 32 (40.S%) 
Married 31 (39.2%) 
Separated 9 (11.4%) 
Other 7 (8.90At) 
Reside.a 
Home SI (64.6%) 
In residences 17 (2I.S%) 
Sharing Oat 7 (8.9%) 
Boarding o (OOAa) 
In flat alone 1(1.3%) 
Other 3 (8.90Aa) 
Cbildna 
None 2S (38.S%) 
Some 30 (61.S%) 
PtutidpMt ... dDtt:r- Students reporting Significant dutnu at screen, who 
volllllluredfor the main study. 
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management training following reports of significant levels of affective distress at screen, around the 
time of their first series of hospital placements. This data was extracted from an initial screen data set 
of 220 first year students, some 20 weeks before the main study intervention. An examination of the 
characteristics of participant students at the point of selection and recruitment to the main study showed 
that experimental and control group subjects were well matched on the range of demographic, outcome, 
process and antecedent variables from this earlier screening study. Marital status was comparable 
between experimental and control groups, see Table 6.7 (Chi2= 7.17, df=3, p=.067), and the numbers of 
students with/without children were also comparable between conditions (Che= 3.54, df=l, p=.47). 
Table 6. 7: The Marital Status of Experimental and Control Groups from Screening Study Data. 
Marital Status Control group Experimental Group 
Single 17 16 
Married 20 12 
Divorced/Separated 3 6 
Other (Living together) 6 
There were no differences in gender composition between experimental and control groups (Chi2= .14, 
df=l, p=.71), with 5 male and 35 female in the experimental group and 6 male and 33 female in the 
control group. The mean ages of control and experimental subjects were identical (Control group X= 
27.36; Experimental Group ><=27.69: t=.19, df=76, p=.85). The proportions of students living at home, 
in residence, sharing a flat, boarding or living alone were consistent between-groups (Chi2= 5.60, df=4, 
p=.23). 
A series of independent sample t-tests revealed the equivalence of selected experimental and control 
participants in terms of outcome, process, and antecedent variables from this earlier screening study (see 
Table 6.8). The control and experimental students were well matched on the demographic, outcome, 
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process, and antecedent variables from this earlier screening study, 20 weeks before the intervention, i.e. 
at the point of selection and recruitment to the main study. 
Table 6.8: Group Means (Standard Deviations), and T-Tests Comparing Control and Experimental Subjects on 
a Range 0/ Outcome, Process, and Antecedent Variables from the Screening Study, at the Point 0/ 
Selection and Recruitment to the Stress Reduction/Management Intervention. 
NNarjable Control group Experimental group t-test 
D.S.S.I. (ameDded) 
X 96.47 93.48 t=.48, dt=40.97, p=.64* 
SD (26.55) (17.82) 
N 25 29 
GHQ (Likert) 
x 34.23 34.48 t=.13, df=77, p=.90 
SD (8.23) (8.93) 
N 39 40 
GeDe[al C2PiOK 
x 14.03 15.56 t=1.01, df=75, p=.314 
SD (6.31) (6.98) 
N 38 39 
Di[~t C2PioK 
x -0.11 -0.13 t=.31, df=64. 71, p=.76* 
SD (3.82) (2.58) 
N 38 39 
SIIPp[llasi20 
x -0.61 -0.54 t=.17, df=75, p=.862 
SD (1.65) (1.70) 
N 38 39 
MCSDI 
x 16.03 16.75 t=.60, df=77, p=.55 
SD (5.23) (5.49) 
N 39 40 
* Following Levene's adjustment/or intergroup inequality o/variance 
6.5.2 Results from intervention study. 
Exploratory data analyses testing the underlying assumptions of statistical procedures used in the main 
study precedes the results of these analyses for a range of outcome, process, and antecedent variables. 
Tests of the appropriateness of the Derogatis Stress Profile data set, and analytic outcomes for this 
measure are provided separately. 
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Outcome. Process. and Antecedent Variables 
Pre, post and follow-up treatment means (standard deviations) for experimental and control groups for a 
range outcome, process, and antecedent variables can be seen in Table 6.9. The same parameters for the 
Derogatis Stress Profile can be seen in Tables 6.15, 6.16, 6.17, and 6.18. 
The accuracy of entered data, number of missing entries, and normality of data grouped by treatment 
condition was examined using SPSS EXAMINE for the outcome, process, and antecedent variables used 
in the main study. The results of the Exploratory Data Analyses for each of these variables can be seen 
in Table 6.10. The Exploratory Data Analysis on Derogatis Stress Profile variables can be seen in 
Tables 6.19-6.22. The normality of each variable distribution was determined using a heuristic, 
suggested by Tabachnick and Fidell (1989, p73), comparing the product of the subdivision of skewness 
and kurtosis parameters by their associated standard error values, to a critical z score value of 3.67 with 
oc set at 0.001. 
Between-group homogeneity of variance at times one to three was evaluated with Cochran's C statistic 
when variable distributions were normal, and the Bartlett-Box statistic when distributions were 
asymmetrical (Keppel, 1982, p 471). Failure to meet this assumption may result in an increased 
likelihood of making a Type I error, and so oc must be adjusted to a more conservative value of 0.01 
thereby reducing the risk of falsely rejecting Ho (Keppel, 1982, p469). Analyses involving GHQ 30 
(Likert), and State Anxiety used this conservative oc value following violation of the homogeneity of 
variance assumption. 
A further constraint underlying the valid use of MANOV A, the homogeneity of covariance assumption, 
requires the equality of within-group correlations for each repeated measure across time. If data sets 
show a lack of compound symmetry across time (Everitt, 1996), then adjustments of F nominator and 
Fdenominator using Greenhouse-Guisser Epsilon adjustments are necessary. No Greenhouse-Guisser 
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adjustments were needed for the analyses with the 8 process and outcome variables in Tables 6.11 a-c. 
Additionally, for each outcome, process, and antecedent variable, variance-covariance matrices for both 
treatments groups were considered simultaneously using Box's M test (N orusis, 1994). The sole 
variable to violate the homogeneity assumption with this more stringent multi-variate test was the Beck 
Depression Inventory, and oc was adjusted accordingly to interpret the analysis with this measure, see 
Table 6.10. 
The main aim of the statistical analysis of the data from the main study (i.e. the stress reduction and, 
management intervention) was to identify the effects of treatment between-groups, to see if any 
treatment x time interactions were apparent. To this end a series of A (B) mixed design repeated 
measures MANOV As were carried out for outcome, process, and antecedent variables. 
Analyses of interactions between treatment and time, main-effects of time and treatment, treatment 
effect sizes, and the power observed in each individual analysis are given for each variable (see Tables 
6.11 a, b, c). 
The treatment x time interactions found in these analyses were explored with subsidiary analyses 
looking for treatment x time interactions in the four means between experimental and control groups 
over times one and two, and for treatment main effects in the four means over times two and three for 
both conditions. The first breakdown of treatment effect, referred to subsequently as the post-treatment 
subsidiary analysis, tested the hypothesis that treatment effects were confmed to the experimental group. 
The second breakdown analysis, referred to hereafter as the follow-up subsidiary analysis, examined the 
longer term effectiveness of treatment. Within-group simple (pairwise) comparisons using a series of 
Tukey's (HSD) post-hoc tests were then carried out for each variable showing an overall effect, (see 
Table 6.13). The MSerror term in each post-hoc analysis was derived from a separate one way repeated 
measures MANOV A within each treatment group, as suggested by (Howell, 1992, p 452). 
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The graphical representations of the potential main-effects and interactions can be seen in the series of 
Figures 6.2-6.9. A similar presentation of Derogatis Stress Profile data is given separately in Figures 
6.10-6.24. All plots have error bars which show the 95% confidence interval for each treatment group 
mean throughout the study. 
Table 6.9: Treatment Means ( Standard Deviations) for Control and Experimental Groups at Times J, 2 and 3, for 
a Range of Criteria. 
CONTROL GROUP EXPERIMENTAL GROUP 
VARIABLE Time one Time two Time three Time one Time two Time three 
GHQ (Likert) 33.73 34.73 30.15 31.41 15.00 17.85 
(9.34) (14.00) (14.13) (9.27) (8.54) (10.53) 
N=33 N=33 N=33 N=39 N=39 N=39 
State Anxiety 41.65 46.35 39.44 39.67 30.77 31.62 
(11.15) (12.69) (11.34) (9.09) (7.46) (8.48) 
N=34 N=34 N=34 N=39 N=39 N=39 
Trait Anxiety 45.64 45.68 42.45 43.62 37.29 36.45 
(10.95) (9.81) (9.62) (8.15) (7.90) (9.03) 
N=34 N=34 N=34 N=39 N=39 N=39 
Beck 9.77 11.59 8.56 9.04 4.36 3.85 
Depression (5.22) (6.27) (5.87) (5.98) (5.57) (4.88) 
Inventory N=34 N=34 N=34 N=34 N=39 N=39 
General Coping 15.76 18.17 17.91 17.S7 17.56 16.23 
(6.73) (7.89) (7.7S) (7.04) (S.OI) (7.83) 
N=34 N=34 N=34 N=39 N=39 N=39 
Direct Coping -1.41 -0.S5 -1.32 -0.15 2.10 1.82 
(3.1S) (3.45) (4.03) (3.S2) (3.S2) (3.92) 
N=34 N=34 N=34 N=39 N=39 N=39 
Suppression -0.29 -0.41 -0.24 -0.74 0.08 0.08 
(1.64) (1.76) (1.79) (1.94) (1.66) (1.82) 
N=34 N=34 N=34 N=39 N=39 N=39 
B.S.S.I. 71.33 69.43 67.23 65.74 56.33 55.77 
(amended) (14.43) (16.40) (16.07) (14.10) (12.74) (13.91 ) 
N=34 N=34 N=34 N=39 N=39 N=39 
x Top 
(sd) 
- Middle 
N Bottom 
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Table 6.10: Exploratory Data Analysis on a Range o/Criterion Variables Used in the Stress Reduction and Management 1ntervention. 
Measure Skewness! kurtosis Assumptions of Homogeneity of Variance ac= Assumptions of Homogeneity of Green-House 
z score (Cochran's C statistic) 0.01 Covariance (W) Guisser 
Adjustments 
T1 Tl T3 Time one Time Two Time Three 
GHQ30 <I >13.0 <3.03 (35,2)=.50, p=.97 (I, 144 14)=8.28,p=.004 * (35,2)=.64, p=.09 Yes W=.969 (Chf= 2.18, df=2, p=.34) No 
State Anxiety <1.50 >5.19 <3.66 (36,2)=.60, p=.23 (I, I 4924)=9.63,p=.002 * (36,2)=.64, p=.09 Yes W=.985 (Chi2= 1.08, df=2, p=.58) No 
Trait Anxiety <I >5.39 <2.16 (36,2)=.64, p=.085 (1,14924)=1.63, p=.20* (36,2)=.53, p=.71 No W=.985 (Chf=1.04, df=2, P =.59) No 
BDI <2.73 >29.1 >14.5 (36,2)=.57,p=.42 (1,14924)=.48, p=.49* (1,14924)=1.21, p=.27 * Yes' W=.998 (Chi2= 0.15, df=2, p=.93) No 
Direct <I <1.22 <1.42 (36,2)=.59,p=.28 (36,2)=.55,p=.55 (36,2)=0.51, p=.87 No W=.984 (Chi2= 1.10, df=2, p=.58) No 
Coping 
General <1.39 >1 <2.00 (36,2)=.52,p=.79 (36,2)=.51,p= .93 (36,2)=.50, p=.97 No W=.982 (Chi2= 1.25, df=2, p=.54) No 
Coping 
Suppression <2.40 <1.97 <1.63 (36,2)=.58,p=.32 (36,2)=.53, P =.73 (36,2)=.51, p=.91 No W=.982 (Chi2= 1.28, df=2, p=.53) No 
B.S.S.I. <1.70 <2.08 <1.56 (36,2)=.51,p=.89 (36,2)=.62,p=.13 (36,2)=.57, p=.39 No W=.996 (Chi2= 2.85, df=2, p=.87) No 
(amended) 
* Bartlett-Box F statistic used here due to assymetricaJ distribution of variable at times 1 and 3 
• ac= 0.01 following a significant Box's M statistic. 
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Table 6.11 a: Repeated Measures MANa VAs for a Range of Emotional Outcome Dependent Variables. 
Source of Variation Sum of DF Mean F p GG Eta1 Power 
Squares Square 
GHQ JD (Likil[O* 
Treatment 7030.23 1 7030.23 36.20 .000 .341 1.000 
Error 13594.44 70 194.21 
Time 3183.19 2 1591.60 18.39 .000 .208 1.000 
Treatment x Time 2728.73 2 1364.37 15.76 .000 .184 .999 
Error 12119.41 140 86.57 
StB~ ADXil:~* 
Treatment 3902.00 1 3902.00 19.25 .000 .213 .991 
Error 14392.05 71 202.70 
Time 967.14 2 483.57 9.46 .000 .118 .978 
Treatment x Time 1693.38 2 846.69 16.56 .000 .189 1.000 
Error 7258.52 142 51.12 
T[ait Anxil:~ 
Treatment 1633.76 1 1633.76 8.27 .005 .104 .808 
Error 14020.28 71 197.47 
Time 987.90 2 493.95 16.89 .000 .192 1.000 
Treatment x time 376.70 2 188.35 6.44 .002 .083 .899 
Error 4151.63 142 29.24 
Bel:li. Dl:lul:ssilm 
Innntory /I 
Treatment 973.05 1 973.05 14.89 .000 .173 .967 
Error 4639.08 71 65.34 
Time 373.51 2 186.75 12.39 .000 .149 .996 
Treatment x Time 390.19 2 195.09 12.94 .000 .154 .997 
Error 2141.21 142 15.08 
• ac= 0.01 
# ac = 0.01 following a significant Box's M statistic. 
GG is the probability associated with an F score following Greenhouse-Guisser adjustment. 
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Table 6.11 b: Repeated Measures MANOVAs for a Range of Coping Process Dependent Variables. 
Source of Variation Sum of DF Mean F p GG Eta1 Power 
Squares Square 
Direct Cop in" 
Treatment 327.76 327.76 11.07 .001 .135 .906 
Error 2103.05 71 29.62 
Time 77.18 2 38.59 6.45 .002 .083 .899 
Treatment x Time 39.20 2 19.60 3.28 .041 .044 .615 
Error 849.30 142 5.98 
Genera! Copjn" 
Treatment .21 1 .21 .00 .969 .000 .034 
Error 10015.64 71 141.07 
Time 43.82 2 21.91 1.43 .243 .020 .301 
Treatment x Time 138.58 2 69.29 4.52 .013 .060 .762 
Error 2179.02 142 15.35 
Suppressjon 
Treatment .75 1 .75 .12 .725 .002 .050 
Error 425.77 71 6.00 
Time 7.86 2 3.93 2.26 .108 .031 .454 
Treatment x Time 9.03 2 4.52 2.60 .078 .035 .511 
Error 246.61 142 1.74 
GG is the probability associated with an F score following Greenhouse-Guisser adjustment. 
Table 6.11c: Repeated Measures MANOVAsfor B.S.S./.(Amended) Antecedent Variable. 
Source of Variation Sum of DF Mean F p GG Eta1 Power 
Squares Square 
B.S.SJ. 
Treatment 5506.04 5506.04 11.l9 .001 .136 .909 
Error 34935.78 71 492.05 
Time 2019.99 2 1009.99 13.80 .000 .163 .998 
Treatment x Time 566.28 2 283.14 3.87 .023 .052 .692 
Error 10395.15 142 73.21 
GG is the probability associated with an F score following Greenhouse-Guisser adjustment. 
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Figure 6.2: General Health Questionnaire. The Effects o/Stress Management. 
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Figure 6.3: Stale Anxiety. The Effects o/Stress Management 
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Figure 6.4: Trait Anxiety, The Effects o/Stress Management 
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Figure 6.5: Beck Depression Inventory, The Effects o/Stress Management. 
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Figure 6.6: Direct Coping. The Effects o/Stress Management. 
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Figure 6.7: General Coping. The Impact o/the Intervention. 
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Figure 6.8: Suppression. The Impact of the Intervention 
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Figure 6.9: The Impact of The Intervention on Amended Beck and Srivastava Stress Inventory (B.S.S.I.) 
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Table 6.12 provides a prototypical table of treatment means outlining the within-group pairwise 
comparisons across three data collection points for each analysis. Pairwise comparisons varying the 
level of one variable per contrast were carried out for within-group differences for the outcome, process, 
and antecedent variables from Tables 6.10 and 6.11 a-c. Table 6.13 shows the outcome of these 
pairwise or simple comparisons. 
Table 6.12: The Means Involved in the Simple Effects of Factor A (Treatment) and Factor B (Time. 1.2.3). 
FACTOR (B) 
FACTOR A Bl B2 B3 Marginal mean 
Al MI M2 M3 Al 
(Control) 
A2 M4 M5 M6 A2 
(Experiment) 
Marginal mean BI B2 B3 Grand mean 
Examination of the within-group comparisons, given in Table 6.12, were made using Tukey's HSD 
(Honestly Significant Difference) test for each of the outcome, process, and antecedent variables. 
Table 6.13: Within-Group Pairwise Comparisons Over the Course of the Experiment for a Range of Criterion 
Variables. 
Within-Group Comparisons 
Control Group Experimental Group 
MI-Ml Ml-M3 M4-M5 M5-M6 
GHQ (Likert) 0.52 4.44 16.72* -2.85# 
State Anxiety 4.71 * 6.91 * 8.97* 0.85# 
Trait Anxiety -0.04 -3.23 6.33* 0.84# 
BDI 1.82 3.03* 4.68* 0.51# 
Direct Coping 0.56 0.47 2.25* 0.28# 
General Coping 2.41 0.26 0.31 1.33 
Suppression -0.12 0.17 0.82* 0.00 
B.S.S.I. (amended) 1.90 1.49 9.41· 0.56# 
Critical values for within-group comparisons were calculated using the procedure suggested by Howell (1992. 
p36J). 
* Denotes a significant within-group contrast. 
# Denotes a treatment effect which is still present at follow-up. 
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Only when treatment x time interactions (from Tables 6.11 a-c) were non-significant are the main 
effects of treatment (Le. the non-repeated factor) and time (Le. the repeated factor) described here 
(Keppel, 1991, p384). Tukey's HSD post-hoc test was used in conjunction with the graphical 
representation of each interaction to aid the interpretation of individual analyses. 
6.5.2.1 General Health Questionnaire 
With this variable there was a significant overall treatment x time interaction (F(2, 140)=IS.76, 
p=.OOOS). Subsidiary analysis showed a treatment x time interaction post-intervention, comparing 
differences in pre/post-treatment means between groups (F(1, 70)=37.71, p=.OOOSl), and a treatment 
main effect at follow-up comparing differences in post-treatmentlfollow-up means in the same manner 
(F(I, 70)=48.18, p=.OOOSl). Examination of within-group simple comparisons using Tukey's HSD test 
revealed that the significant reduction in distress post-intervention for the treatment group was apparent 
at follow-up. The distress reported by the wait-control subjects did not diminish significantly over time, 
Le. the differences did not reach their respective critical values, with a family-wise error level of .OS, 
(see Table 6.13). 
6.5.2.2 State Anxiety 
With this outcome variable as criterion, a treatment x time interaction was apparent (F(2, 142) =16.S6, 
p=.OOOS), see Figure 6.3. Subsidiary analysis revealed treatment x time interactions at post-treatment 
(F(l, 71)= 37.56, p=.OOOSl) and follow-up (F(l, 71)= 10.08, p=.0021). There was a significant increase 
in State Anxiety from time one and two for the wait-control group, which reduced by time three. Within 
the experimental group, significant reductions in State Anxiety post-treatment, did not diminish at 
follow-up. The divergence between group means seen post-treatment, was less apparent at follow-up. 
1 ex: set at .01 following violation of homogeneity of variance assumptions. 
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6.5.2.3 Trait Anxiety 
There was an overall treatment x time interaction (F(2, 142)=6.44, p=.02). A treatment x time 
interaction was found with post-treatment subsidiary analysis (F(I, 71)=13.18, p=.0005) and a treatment 
main effect was apparent at follow-up (F(l, 71)=l3.66, p=.0005). Post-hoc exploration of the simple 
within-group pairwise comparisons showed no reduction in Trait Anxiety over time for control group. 
The significant reduction in Trait Anxiety within the experimental group from pre to post-treatment was 
apparent at follow-up. 
6.5.2.4 Beck Depression Inventory 
There was a significant overall treatment x time interaction (F(2, 142)=12.94, p=.00005). Subsidiary 
analysis showed a treatment x time interaction post-intervention (F(l, 71)= 24.33, p=.00052) and a 
treatment main effect at follow-up (F(l, 71 )=26.46, p= .00052). Pairwise comparisons revealed a 
decrease in control group depression from time two to three, and a reduction in depression in the 
experimental group post-treatment which was also apparent at follow-up. 
6.5.2.5 Direct Coping 
There was a just significant treatment x time interaction (F(2, 142)=3.28, p=.041) with this process 
variable (see Figure 6.6), with a treatment x time interaction apparent at post-treatment (F(I, 71)= 5.00, 
p=.029) and a treatment main effect seen at follow-up (F(l, 71)=14.91, p=.0005). There was a 
significant increase in adaptive problem focused coping following treatment for the experimental group, 
which was apparent at follow-up. Direct Coping increased as predicted only in the group of students 
receiving treatment. 
2 ex: set at .01 following significant Box's M test. 
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6.5.2.6 General Coping 
Figure 6.7 shows evidence of an overall treatment x time interaction, with this criterion process variable, 
(F(2, 142)=4.52, p=.013). While a treatment x time interaction was found post-treatment (F(I, 
71)=4.40, p=.04) no effects were apparent in the follow-up subsidiary analysis. These results observed 
graphically may be due to regression effects, or a weak effect contrary to the third hypothesis. 
6.5.2.7 Suppression Coping 
No overall treatment x time interaction was found over the three data collection points, (F(2, 142) = 
2.60, p= 0.078), and treatment/time main-effects were unreliable with this variable, see Figure 6.8. 
None of the between or within-group pairwise comparisons reached their respective critical values. 
6.5.2.8 Beck and Srivastava Stress Inventory 
A treatment x time interaction was apparent with this variable (F(2, 142)=3.87, p=.023), with a 
treatment x time interaction in post-treatment (F(l, 71)=7.38, p=.008) and treatment main effect in 
follow-up subsidiary analyses (F(I, 71)=15.31, p=.0005). Reductions in perceived sources of stress 
following treatment were apparent at follow-up only for those students receiving treatment. Initial 
baseline scores on this variable were comparable between treatment conditions (t=1.67, df=71, p=.099). 
6.5.2.B.1 Effect sizes and power considerations 
Treatment effect sizes for all outcome, process, and antecedent variables are given in Table 6.14. Eta2 
coefficients from the treatment x time interaction and time main effects in the overall repeated measures 
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MANOV A were summed for all variables (from Tables 6.11 a, b, c). This method of calculating effect 
size was used with State Anxiety which showed a treatment x time interaction at both post-treatment and 
follow-up analysis and a separation of group means at times two and three, (see Figure 6.3). 
Table 6. J 4: Treatment Effect Size in Variables Showing Overall Treatment x Time Interactions 
Variable 
GHQ 30(Likert) 
State Anxiety 
Trait Anxiety 
Beck Depression Inventory 
Direct Coping 
B.S.S.1. (amended) 
Overall Eta1 coefficient 
.525 
.470 
.187 
.327 
.179 
.188 
Treatment effect sizes were considerable for this range of outcome, process and antecedent variables, 
with some 53% of adaptive change in affective distress, as measured by the GHQ 30 (Likert), directly 
attributable to the intervention. The power observed in this particular analysis enabled the reliable 
detection of treatment effect on 100% of occasions. 
DerQKatjs Stress Profile. 
Due to the return of incomplete data sets, several primary stress variables from the Derogatis Stress 
Profile had to be pro-rated. Fifteen "non-car owning" subjects omitted the "driving in traffic" item 
from the Time Pressure Score primary stress dimension. The missing score for this item was calculated 
by summing the 6 completed items from this scale, calculating an average score for each subject on 
these items, and including this intra-subject mean value in calculations of the total score on this 
dimension for each of the 15 students. 
Domestic Satisfaction and Health Posture dimensions were prorated in this ipsative fashion, with single 
students omitting an item on "spouse relations", and non-smoking students failing to answer an item on 
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"smoking". The average ipsative score for completed items in each dimension was substituted for the 
missing item score prior to calculation of a pro-rated dimension total. The prorated scores on all of these 
dimensions were rounded to the nearest whole integer before scale t-scores were calculated, and entered 
into an A (B) repeated measures MANDV A (see Tables 6.23 a-d). Pre, post and follow-up group means 
(standard deviations) for the Derogatis Stress Profile measure are shown in Tables 6.15 to 6.18. 
The accuracy of entered data, number of missing entries, and normality of data grouped by treatment 
condition was examined using SPSS EXAMINE. The normality of Derogatis Stress Profile domain and 
dimension distributions, and homogeneity of variance/covariance violations for the forthcoming series 
of MANDV As were tested as before. The results of these univariate exploratory data analyses are given 
in the series of Tables 6.19-6.22. 
Adjustments of oc to a more conservative oc=O.OI were made with Pro-Rated Personality Mediators 
Domain Score (PPMDS), Pro-Rated Time Pressure Score (PTPS), and Role Defmition Score (RDS). 
Greenhouse-Guisser adjustments were made to Fnominator and Fdenominator for Total Stress Score, Attitude 
Posture Scale (APS), and Pro-Rated Domestic Satisfaction (PDSS) variables following exploratory data 
analysis, (see Tables 6.19-6.22). 
Treatment x time interactions, treatment and time main effects, treatment effect sizes, and the power 
observed in each MANDV A are provided for each dimension and domain within the Derogatis Stress 
Profile in Tables 6.23 (a-d), and represented graphically in Figures 6.10 to 6.24. Table 6.24 provides 
the within-group post-hoc comparisons, using Tukey's HSD test for each of the Derogatis Stress Profile 
scales showing an overall treatment x time interaction (see Table 6.12 for the key to pairwise 
comparisons). The MSerror tenn for each within-group post-hoc analysis was derived from a one way 
repeated measures MANDVA within each treatment group, as before. 
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Table 6.15: Treatment Means (Standard Deviations) for Control and Experimental Groups across Three Time 
Points for the Overall Global Stress Score. and Three Secondary Stress Domains from the Derogatis 
Stress Profile. 
CONTROL GROUP EXPERIMENTAL GROUP 
VARIABLE Time one Time two Time three Time one Time two Time three 
PRISS 45.52 47.32 44.80 45.64 40.08 41.76 
(8.12) (8.34) (9.35) (7.15) (6.41) (8.22) 
N=25 N=25 N=25 N=25 N=25 N=25 
PPMDS 41.38 42.94 41.66 41.84 36.91 38.47 
(7.23) (7.42) (7.63) (8.36) (9.56) (11.24) 
N=32 N=32 N=32 N=32 N=32 N=32 
PESDS 48.86 49.83 47.86 48.54 44.66 45.31 
(7.92) (7.02) (6.91) (7.63) (8.80) (9.76) 
N=29 N=29 N=29 N=35 N=35 N=35 
EROS 51.68 52.71 50.06 51.68 44.57 44.95 
(8.62) (8.17) (9.39) (9.94) (9.43) (11.00) 
N=31 N=31 N=31 N=38 N=38 N=38 
PRTSS - Pro-rated Total Stress Score PESDS - Pro-rated Environmental Stressors Domain Score 
PPMDS - Pro-rated Personality Mediators Score ERDS - Emotional Response Domain Scores 
Table 6.16: Treatment Means (Standard Deviations) for Control and Experimental Groups across Three Time 
Point for the Personality Mediators Domain Primary Stress Constructs from the Derogatis Stress 
Profile. 
CONTROL GROUP EXPERIMENTAL GROUP 
VARIABLE Time one Time two Time three Time one Time two Time three 
PRIPS 47.94 49.06 48.76 47.71 42.50 44.45 
(7.52) (10.02) (8.89) (11.89) (11.21) (11.45) 
N=34 N=34 N=34 N=38 N=38 N=38 
DBS 41.47 42.26 41.56 41.34 37.73 39.29 
(8.74) (10.45) (8.89) (10.14) (12.05) (11.21) 
N=34 N=34 N=34 N=38 N=38 N=38 
APS 38.26 41.21 40.21 40.74 42.13 42.74 
(7.84) (6.91) (10.03) (8.96) (8.92) (8.55) 
N=34 N=34 N=34 N=38 N=38 N=38 
RPS 50.15 48.29 48.94 47.26 42.10 41.74 
(9.54) (8.05) (8.65) (11.44) (10.24) (10.25) 
N=34 N=34 N=34 N=39 N=39 N=39 
ROS 50.48 51.70 50.27 50.94 46.87 48.21 
(10.55) (10.81) (9.67) (9.47) (7.29) (11.35) 
N=33 N=33 N=33 N=38 N=38 N=38 
PTPS - Pro-rated Time Pressure Score RPS - Relaxation Potential Score 
DBS - Driven Behaviour Score EDS - Role Definition Score 
APS - Attitude Posture Score 
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Table 6.17: Treatment Means (Standard Deviations) for Control and Experimental Groups across Three Time 
Points. for the Environmental Events Domain Primary Stress Constructs. from the Derogatis Stress 
Profile. 
CONTROL GROUP EXPERIMENTAL GROUP 
VARIABLE Time one Time two Time three Time one Time two Time three 
VSS 48.97 48.62 48.03 49.26 46.76 45.29 
(7.32) (7.15) (6.79) (8.03) (9.34) (8.36) 
N=34 N=34 N=34 N=38 N=38 N=38 
PDSS 47.73 50.30 47.77 49.28 44.64 45.72 
(8.54) (8.47) (8.49) (8.03) (8.32) (9.18) 
N=30 N=30 N=30 N=36 N=36 N=36 
PHPS 55.51 55.15 54.85 53.03 51.90 52.15 
(11.46) (8.07) (8.35) (10.47) (9.07) (9.35) 
N=33 N=33 N=33 N=39 N=39 N=39 
VSS- Vocational Satisfaction Score PDSS- Pro-rated Domestic Satisfaction PHPS- Pro-rated Health Posture 
Score Score 
Table 6.18: Treatment Means (Standard Deviations) for Experimental and Control Groups across Three Time 
Points. for the Emotional Response Domain Primary Stress Constructs. from the Derogatis Stress 
Profile. 
CONTROL GROUP EXPERIMENTAL GROUP 
VARIABLE Time one Time two Time three Time one Time two Time three 
HS 48.97 50.59 48.85 51.08 47.39 45.55 
(8.96) (7.20) (8.65) (9.60) (9.76) ( 11.03) 
N=34 N=34 N=34 N=38 N=38 N=38 
AS 51.94 51.90 49.94 51.33 43.51 44.82 
(8.70) (10.24) (10.23) (9.63) (8.65) (11.69) 
N=32 N=32 N=32 N=39 N=39 N=39 
DS 54.00 54.27 52.09 52.97 47.31 49.28 
(8.99) (7.62) (8.51) (9.71) (9.49) (8.95) 
N=33 N=33 N=33 N=39 N=39 N=39 
HS- Hostility Score AS- Anxiety Score DS- Depression Score 
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Table 6.19: Exploratory Data Analysis on Total Stress Score and Domain Scores from Derogatis Stress Profile. 
Measure Skewness! kurtosis Assumptions of Homogeneity of Variance ac= Assumptions of Homogeneity of Green-House 
z score (Cochran's C statistic) 0.01 Covariance (W) Guisser 
Adjustments 
T1 T2 T3 Time one Time Two Time Three 
TSS <I <I <1 (24,2)=.57, p= .54 (24,2)=.63, p=.21 (24,2)=.56, p=.53 No W=.859 (Che= 7.15, dt=2, p=.03) Yes 
PPMDS <1.43 <1.43 <1.43 (31,2)=.57, p= .43 (31,2)= 62, p=.l7 (31,2)=.68, p=.04 Yes W =.945 (Chi2= 3.43, dt=2, p=.18) No 
PESDS <2.91 >4.30 <2.91 (31,2)=.52, p= .84 (1,11247)=1.51, p=.22* (31,2)=.67, p=.06 No W=.917 (Chi2= 5.28, dt=2, p=.07) No 
ERDS <3.11 <3.11 <3.11 (34,2)=.57, p=.41 (34,2)=.57, p=.41 (34,2)=.58, p=.36 No W=.997 (Chi2=O.23, dt=2, p= .89) No 
* Bartlett-Box F statistic used here due to assymetrical distribution of variable at time 2 
PRTSS - Pro-rated Total Stress Score PPMDS - Pro-rated Personality Mediators PESDS- Pro-rated E1JVironmental Stressors Domain Score ERDS- Emotional Response Domain Scores 
Score 
Table 6.20: Exploratory Data Analysis on Personality Mediator Domain Primary Stress Variables/rom Derogatis Stress Profile. 
Measure Skewness! kurtosis Assumptions of Homogeneity of Variance cc= Assumptions of Homogeneity of Green-House 
zscore (Cochran's C statistic) 0.01 Covariance (W) Guisser 
Adjustments 
T1 T2 T3 Timeooe Time Two Time Three 
PTPS <1 <1 <I (35,2)=.71, p=.OO8 (35,2)=.56, p=.51 (35,2)=.62, p=.14 Yes W=.988 (Che=0.81, df=2, p=.67) No 
DBS <1.5 <1.5 <1.5 (35,2)=.57, p=.39 (35,2)=.57, p=Al (35,2)=.61, p=.18 No W=.982 (Che= 1.25, df=2, p=.54) No 
APS <1.2 <1.2 <1.2 (35,2)=.57, p=A3 (35,2)=.62, p=.14 (35,2)=.58, p=.35 No W=.920 (Che= 5.74, df=2, p=.05) Yes 
RPS <1.72 <1.72 <1.72 (36,2)=.59, p=.28 (36,2)=.62, p=.15 (36,2)=.58, p=.31 No W=.972 (Chi2= 2.01, df=2, p=.37) No 
RDS <1.76 <1.76 <1.76 (35,2)=.55, p=.52 (35,2)=.58, p=.35 (35,2)=.69, p=.02 Yes W=0.98 (Chi2=1.26, df=2, p=.53) No 
PTPS - Pro-rated Time Pressure Score APS - Attitude Posture Score RDS - Role Definition Score 
DBS - Driven Behaviour Score RPS - Relaxation Potential Score 
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Table 6.21: Exploratory Data Analysis on Environmental Stressors Domain Primary Stress Variables from Derogatis Stress Profile. 
Measure Skewness! kurtosis Assumptions of Homogeneity of Variance oc= Assumptions of Homogeneity of Green-House 
z score (Cochran's C statistic) 0.01 Covariance (W) Guisser 
Adjustments 
Tl T2 T3 Time one Time Two Time Three 
VSS <2.98 <2.98 <2.98 (35,2)=.55, p=.59 (35,2)=.63, p=.12 (35,2)=. 60, p=.23 No W=.991 (Che=0.62, df=2, p=.74) No 
PDSS <2.93 <1.2 <1.2 (32,2)=.53 , p=.73 (32,2)=.51, =.92 (32,2)=.54, p=.66 No W=.887 (Chi2=7.56, df=2, p=.02) Yes 
PHPS <3.00 <3.00 <3.00 (35,2)=.56, p=.59 (35,2)=.56, p=.50 (35,2) =.56, p=.51 No W=.936 (Chi2=4.58, df=2, p=.lO) No 
VSS- Vocational Satisfaction Score PDSS- Pro-rated Domestic Satisfaction Score PHPS- Pro-rated Health Posture Score 
Table 6.22: Exploratory Data Analysis on Emotional Response Domain Primary Stress Variables from Derogatis Stress Profile. 
Measure Skewness! kurtosis Assumptions of Homogeneity of Variance oc= Assumptions of Homogeneity of Green-House 
z score (Cochran's C statistic) 0.01 Covariance (W) Guisser 
Adjustments 
Tl T2 T3 Time one Time Two Time Three 
HS <1.1 <1.1 <1.1 (35,2)=.53, p=.69 (35,2)=.65, p=.08 (35,2)=.62, p=.15 No W=.997 (Chi2= 0.23, df=2, p=.90) No 
AS <3.20 <3.20 <3.20 (35,2)=.55, p=.55 (35,2)=.58, p=.32 (35,2)=.57, p=.43 No W=.953 (Che= 3.30, df=2, p=.19) No 
DS <2.52 <2.52 <2.52 (35,2)=.54, p=.65 (35,2) =.61, p=.20 (35,2)=.53, p=.77 No W=.992 (Che=0.54, df=2, p=.76) No 
HS- Hostility Score AS- Anxiety Score DS- Depression Score 
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Table 6. 23a: Repeated Measures MANOVAs on Overall Stress Score, and Secondary Domain Scoresfrom 
Derogatis Stress Profile. 
Source of Sum of DF Mean F p GG Eta1 Power 
Variation Squares Square 
UIS.S 
Treatment 430.11 1 430.11 2.72 .106 .054 .365 
Error 7600.00 48 158.33 
Time 150.01 2 75.01 4.54 .013 .017 .086 .760 
Treatment x Time 340.81 2 170.41 10.32 .000 .000 .177 .985 
Error 1585.84 96 16.52 
ffMDS· 
Treatment 408.33 1 408.33 2.32 .133 .036 .323 
Error 10918.81 62 176.11 
Time 112.22 2 56.11 2.22 .113 .035 .445 
Treatment x Time 339.76 2 169.88 6.72 .002 .098 .910 
Error 3134.69 124 25.28 
lESDS 
Treatment 341.51 1 341.51 2.03 .160 .032 .288 
Error 10446.64 62 168.49 
Time 148.66 2 74.33 4.92 .009 .074 .798 
Treatment x Time 187.03 2 93.52 6.19 .003 .091 .885 
Error 1872.51 124 15.10 
ElmS 
Treatment 997.75 I 997.75 4.48 .038 .063 .548 
Error 14922.66 67 222.73 
Time 636.14 2 318.07 12.62 .000 .158 .996 
Treatment x Time 577.94 2 288.97 11.46 .000 .146 .992 
Error 3377.74 134 25.21 
• oc=O.Ol PRTSS- Pro-rated Total Stress Score PESDS- Pro-rated Environmental Stressors Domain Score 
PPMDS- Pro-rated Personality Mediators Score ERDS- Emotional Response Domain Scores 
GG is the probability associated with an F score following Greenhouse-Guisser a4justment. 
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Table 6.23b: Repeated Measures MANOVAs on Personality Mediator Domain Primary Stress Variables/rom 
Derogatis Stress Profile. 
Source of Sum of DF Mean F p GG Eta1 Power 
Variation Squares Square 
UfS* 
Treatment 876.73 1 876.73 3.83 .054 .052 .487 
Error 16019.56 70 228.85 
Time 85.96 2 42.98 .92 .399 .013 .207 
Treatment x Time 256.85 2 128.43 2.76 .067 .038 .537 
Error 6511.04 140 46.51 
DDS 
Treatment 286.90 1 286.90 1.23 .272 .017 .192 
Error 16377.97 70 233.97 
Time 74.64 2 37.32 .84 .434 .012 .192 
Treatment x Time 173.69 2 86.85 1.96 .145 .027 .399 
Error 6219.24 140 44.42 
AfS 
Treatment 210.25 1 210.25 1.38 .244 .019 .210 
Error 10658.17 70 152.26 
Time 206.29 2 103.15 2.95 .055 .060 .040 .567 
Treatment x Time 29.74 2 14.87 .43 .654 .639 .006 .122 
Error 4888.64 140 34.92 
~ 
Treatment 1604.71 1 1604.71 6.78 .011 .087 .726 
Error 16794.54 71 236.54 
Time 571.08 2 285.54 10.73 .000 .131 .989 
Treatment x Time 184.42 2 92.21 3.46 .034 .047 .640 
Error 3779.13 142 26.61 
BUS * 
Treatment 243.28 1 243.28 1.03 .314 .015 .175 
Error 16284.39 69 236.01 
Time 99.62 2 49.81 1.68 .191 .024 .347 
Treatment x Time 247.40 2 123.70 4.16 .018 .057 .726 
Error 4099.93 138 29.71 
• cc=O.Ol PTPS- Pro-rated Time Pressure Score RPS- Relaxation Potential Score 
DBS- Driven Behaviour Score EDS- Role Definition Score 
APS- Attitude Posture Score 
GG is the probability associated with an F score following Greenhouse-Guisser adjustment. 
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Table 6.23c: Repeated Measures MANOVAs on Environmental Stressors Domain Primary Stress Variables from 
Derogatis Stress Profile. 
Source of Sum of DF Mean F Sig GG Eta l Power 
Variation Squares Square ofF 
YSS 
Treatment 110.69 1 110.69 .77 .384 .011 .169 
Error 10097.41 70 144.25 
Time 218.60 2 109.30 4.95 .008 .066 .802 
Treatment x Time 87.27 2 43.63 1.98 .142 .027 .403 
Error 3090.61 140 22.08 
ross 
Treatment 207.05 1 207.05 1.18 .282 .018 .187 
Error 11234.37 64 175.54 
Time 102.56 2 51.28 2.44 .091 .097 .037 .484 
Treatment x Time 424.80 2 212.40 10.12 .000 .000 .137 .984 
Error 2685.91 128 20.98 
fIIfS 
Treatment 424.26 1 424.26 1.98 .164 .027 .283 
Error 15021.67 70 214.60 
Time 27.38 2 13.69 .47 .629 .007 .128 
Treatment x Time 5.60 2 2.80 .10 .909 .001 .066 
Error 4118.70 140 29.42 
VSS- Vocational Satisfaction Score PDSS- Pro-rated Domestic Satisfaction Score PHPS- Pro-rated Health Posture Score 
GG is the probability associated with an F score following Greenhouse-Guisser a4lustment. 
Table 6.23d: Repeated Measures MANOVAsfor Emotional Response Domain Stress Variables from Derogatis 
Stress Profile. 
Source of Sum of DF Mean F Sig GG Eta l Power 
Variation Squares Square ofF 
lIS 
Treatment 115.04 1 115.04 .57 .453 .008 .146 
Error 14117.07 70 201.67 
Time 292.63 2 146.32 4.94 .008 .066 .801 
Treatment x Time 343.19 2 171.59 5.79 .004 .076 .863 
Error 4147.64 140 29.63 
AS 
Treatment 1167.27 1 1167.27 5.02 .028 .068 .596 
Error 16030.05 69 232.32 
Time 788.38 2 394.19 12.44 .000 .153 .996 
Treatment x Time 537.71 2 268.86 8.48 .000 .109 .963 
Error 4374.58 138 31.70 
DS 
Treatment 694.92 1 694.92 3.78 .056 .051 .482 
Error 12855.08 70 183.64 
Time 360.56 2 180.28 6.37 .002 .083 .895 
Treatment x Time 332.06 2 166.03 5.87 .004 .077 .868 
Error 3961.38 140 28.30 
HS- Hostility Score AS- Anxiety Score DS- Depression Score 
GG is the probability associated with an F scorefol/owing Greenhouse-Guisser a4lustment. 
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Figure 6.10: Total Stress Score. Effects of Stress Management. 
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Figure 6.12: Pro-Rated Environmental Stressors Domain Score. Effects of Stress Management. 
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Figure 6.13: Emotional Response Domain &ore. EfficlS o/Stress Management. 
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Figure 6. J 4: Pro-Rated Time Pressure Score. Effects 0/ Stress Management. 
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Figure 6. J 5: Driven Behaviour Score. Effects o/Stress Management. 
46.50 
43.80 ~ 
41.10 -
38.40 -
35.70 f-
33.00 J 
Pre-treatment 
- Control 
. 
J 
Post-treatment 
Stage in treatment 
----- Str ••• Man. 
211 
1 
F.Up 
-~ .. 
o () 
fI) 
• t-
-UJ 
Il. 
< 
-CD .. 
8 
fI) 
• t-
-UJ 
a. 
a: 
Figure 6.16: Attitude Posture Score. Effects o/Stress Management. 
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Figure 6.17: Relaxation Potential Score. Effects o/Stress Management. 
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Figure 6.18: Role Definition Score, Effects of Stress Management. 
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Figure 6.19: Vocational Satisfaction Score. Effects of Stress Management. 
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Figure 6.20: Pro-rated Domestic Satisfaction Score. Effects of Stress Management. 
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Figure 6.21: Pro-Rated Health Posture Score. Effects o/Stress Management. 
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Figure 6.22: Hostility Score. Effects olStress Management. 
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Figure 6.23: Anxiety Score. Effects alStress Management. 
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Figure 6.24: Depression Score. Effects of Stress Management. 
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Table 6.24: Within-Group Contrasts Over the Course of the Experiment for Total Stress Score. Secondary 
Domain Scores. and Contributory Primary Dimension Scores from the Derogatis Stress Profile. 
* 
#I 
** 
Witbin-Group Comparisons 
Control Group Experimental Group 
MI-M2 M2-MJ M4·M5 M5·M6 
PTSS ·1.80 2.S2 S.S6* -1.68M 
PPMDS -1.S6 1.28 4.93* ·1.S6 
RPS 1.86 -0.65 5.16* 0.36M 
PESDS -0.96 1.96 3.89* -O.66M 
PDSS -2.57* 2.53* 4.64* -1.08M 
VSS 0.3S 0.S9 2.S 1.47** 
ERDS ·1.30 2.6S* 7.11 * ·0.38M 
HS -1.62 1.74 3.69* I. 84M 
AS 0.04 1.96 7.82* -1.3IN 
DS -0.27 2.18 5.66* -1.97M 
Critical values for between and within-group comparisons were calculated using the procedure 
suggested by Howell (1992. p361). 
SigniJlcant within.group conlrt1St. 
Treatment effect Is stili praent at /oUDW-Ilp. 
A M4-M6 simple COmptll'lsOll has exceeded the critlctll WIhIe In tI variable II0t showing an overtlll 
treatment x dme Interaction. 
ITALICS refer to primary dimension scores contributing to secondary domain treatment x time interactions. 
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In the following breakdown of treatment impact, subsidiary repeated measures MANOVAs were used to 
look for treatment x time interactions post-treatment, and for treatment main effects at follow-up. This 
analytic process has been described previously. When an overall treatment x time interaction was not 
apparent at the post-treatment subsidiary analysis, the overall treatment effect was broken down by 
examining within-group simple effects looking for a treatment x time interaction in each treatment 
condition over time independently. Post-hoc analysis and graphical representation of treatment effects 
complete this exploration of treatment impact. 
For those Secondary Domains for which treatment x time interactions were found, the primary 
dimensions contributing to each effect are elaborated in similar fashion. 
6.5.2.9 Pro-Rated Total Stress Score 
A treatment x time interaction was found following Greenhouse-Guisser adjustment to F nominator and 
Fdenominator (F(2, 96)=10.32, p=0.0005). Subsidiary treatment x time interactions were found post-
treatment (F(l, 48)=32.30. p=.0005) and at follow-up (F(l, 48)=6.02, p=.018). Post-hoc analysis 
showed that within-group reductions in Total Stress Scores seen post-intervention were apparent at 
follow-up for the experimental group. Treatment effects were confined to reports from this group. 
Post-treatment divergence between group means did not persist to follow-up, see Figure 6.10. 
6.5.2.10 Pro-Rated Personality Mediators Domain Scores 
There was an overall treatment x time interaction (F(2, 124) = 6.72, p= 0.002). While there was a 
treatment x time interaction post-treatment (F(1, 62)=16.16, p=.0005), the treatment main effect shown 
by follow-up subsidiary analysis was not reliable (Fl, 62)=4.80, p=.032). The adoption of cx:=.01 was 
217 
necessary due to a homogeneity of variance violation in this second breakdown analysis. Post-hoc 
analysis revealed that within-group adaptive changes seen post-intervention for experimental group 
were short lived. 
This Domain treatment x time interaction was produced by changes in Relaxation Potential alone, (see 
Table 6.23b), as the treatment x time interaction with Role Definition Scores was not significant at the 
0.01 level of significance. 
For Relaxation Potential Score, there was a significant treatment x time interaction (F(2, 142)=3.46, 
p=.034), see Figure 6.l7. Subsidiary analysis of this effect showed no treatment x time interaction post-
treatment (F(l, 71)=3.19, p=.078), i.e. the overall treatment x time interaction between treatment 
condition group means was not apparent considering only time one and two data. An examination of 
within-group simple effects revealed that treatment x time interactions over three repeated measures 
were confmed to the experimental group (Experimental group F(2, 142)=13.94, p=.0005: Control group 
(F(2, 142)=1.13, p=.326). Post-hoc analysis showed that the significant adaptive change in 
experimental group scores post-intervention were apparent at follow-up. 
No other variables from this Domain showed any reliable treatment or time main effects. 
6.5.2.11 Pro-Rated Environmental Stressors Domain Scores 
A treatment x time interaction was found (F(2, 124) = 6.19, p= 0.003). Subsidiary analysis revealed 
treatment x time interactions post-treatment (F(l, 62)=12.8, p=.OOI) and at follow-up (F(l, 62)=4.69, 
p=.034). Adaptive post-intervention changes in experimental group reports were also seen at 3 month 
follow-up. Little divergence between group means was seen at any time, see Figure 6.12. 
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This Secondary Domain treatment x time interaction was constructed mainly by the effect of treatment 
on Pro-Rated Domestic Satisfaction Scores, see Figure 6.20. A treatment x time interaction (F(2, 
128)=10.12, p=.0005) following Greenhouse-Guisser adjustments of Fnominator and Fdenominator was 
apparent in this pro-rated scale, see Table 6.23c. Subsidiary analysis detailed treatment x time 
interactions at post-treatment (F(l, 64)=21.13, p=.0005) and follow-up (F(I, 64)=6.97, p=.OI) for this 
primary dimension. Post-hoc analysis showed an increase in domestic dissatisfaction post-intervention, 
and a reliable reduction at follow-up for the control group. Experimental group reductions in domestic 
dissatisfaction were apparent at follow-up. 
For Vocational Satisfaction Score there was a significant time main effect (F(2, 140)=4.95, p= 0.008), 
see Figure 6.19. However, all within-group simple comparisons were non-significant, with the 
exception of the pre to post-treatment comparison (M4 - M6) for the experimental group. 
6.5.2.12 Emotional Response Domain Score 
A treatment x time interaction was apparent (F(2, 134)=1l.46, p=.0005). Subsidiary analysis of this 
effect revealed a treatment x time interaction post-treatment (F(l, 67)=21.56, p=.0005) and a treatment 
main effect at follow-up (F(1, 67)=9.38, p=.003). Within-group reductions in the distress reported by 
experimental group post-intervention were still apparent at follow-up, see Figure 6.13. Post-hoc 
analysis suggested such reductions in distress were not apparent in control group reports. 
Breakdown of this Emotional Response Domain treatment x time interaction showed it was comprised 
of the effects of treatment on the Hostility, Anxiety and Depression Primary Dimension Scores, see 
Table 6.23d, see Figures 6.22-6.24. 
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For Hostility Scores, there was a treatment x time interaction (F(2, 140)=5.79, p=.004). While 
subsidiary analysis showed a treatment x time interaction post-treatment (F(l, 70)=8.10, p=.006), a just 
significant time main effect was apparent from time two to three (F(I, 70)=4.06, p=.048). Adaptive 
changes in experimental group scores post-intervention were found at 3 month follow-up using Tukeys 
(HSD) test. For Anxiety Scores, the treatment x time interaction (F(2, 138)=8.48, p=.0005) was 
significant. Subsidiary analysis showed a treatment x time interaction post-intervention (F(l, 69)=19.23, 
p=.0005) and a treatment main effect at follow-up (F(I, 69)=9.33, p=.003). Post-hoc analysis revealed 
adaptive changes post-intervention and at follow-up which were confined to the experimental group. 
For Depression Scores, there was a treatment x time interaction (F(2, 140)=5.87, p=.004). Subsidiary 
analysis revealed treatment x time interactions post-treatment (F(l, 70)=11.13, p=.OOI) and at follow-up 
(F(l, 70)=5.91, p=.018). Reliable reductions in depression post intervention were apparent at follow-
up for the experimental group, post-hoc. Treatment effects were confined to the experimental group. 
The divergence between group means at time two was not apparent at follow-up. 
6.5.2.12.1 Effect sizes and power considerations 
Treatment effect sizes for the variables showing treatment x time interactions over the time course of the 
experiment can be seen in Table 6.25. The of impact treatment was less apparent with this series of 
variables, than in previous analyses. 
Table 6.25: Treatment Effict Sizes for Variables Showing Overall Treatment x Time Interactions 
from the Derogatis Stress Profile. 
Variable Overall Eta1 coefficient 
PTSS2 .219 
PPMDS3 .098 
RPs' .134 
PESDS3 .091 
PDSs' .137 
ERDS3 .209 
Hs' .076 
As' .177 
D~ .059 
Eta2 coefficient from overall treatment x time interaction and overall treatment main effect summed. 
Eta2 coefficient from Follow-up subsidiary analyses subtracted from Post-treatment coeffiCient. 
J Eta2 coefficient from overall treatment x time interaction alone reported. 
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6.5.2.13 Locus of Control 
On the basis of a median split, students scoring 0-14 on this measure were designated as Internal (I), and 
those scoring 15 and above as having External (E) control beliefs (Parkes, 1984). With 16 Internal/23 
External students in control, and 22 Internal/18 External students in experimental groupings, students 
with InternallExternal Generalised Control beliefs were distributed equally between treatment 
conditions (Che=1.54, df=l, p=.21). The performance of Internal/External (lIE) students between 
treatment conditions, and over time, was examined by carrying out a series of 2 x 2 x (3) repeated 
measures MANOV As. In these analyses treatment group and baseline Internal/External (lIE) status 
were the between-group factors, and the outcome, process, and antecedent variables from Table 6.9, 
along with the Derogatis Stress Profile constructs from Tables 6.15-6.18 were the repeated measures. 
This series of analyses tested the hypothesis that Internal students would benefit most from the 
intervention. 
This series of analyses failed to reveal any 3 way lIE x treatment x time interactions. No lIE main 
effects, or lIE x treatment between-group main-effects were detected with GHQ 30 (Likert), State and 
Trait Anxiety, Beck Depression Inventory, General Coping, Suppression, and the B.S.S.I.. With Direct 
Coping, however, an lIE main-effect, and an lIE x time interaction was found, suggesting that Internal 
students use increasingly more Direct Coping strategies in difficult situations associated with their 
training than External students (see Tables 6.26 and 6.27). 
A similar picture was found looking at the Derogatis Stress Profile running a similar series of 2 x 2 x (3) 
repeated measures MANOV As. While no 3 way lIE x Treatment x Time interactions were found with 
any of the Total Stress Score, Domain Scores or Primary Variables, a number of significant main-effects 
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Table 6.26: 2 x 2 x(3)MANOVA. with Direct Coping. and Locus o/Control and Treatment Condition. 
Source of Variation Sum of DF Mean F p GG Eta1 Power 
Squares Square 
ni[~~t C!!PiIlK 
Treatment 219.63 219.63 8.83 .004 .113 .832 
IIE 371.04 371.04 14.91 .000 .178 .967 
IIE x Treatment 28.12 1 28.12 1.13 .291 .016 .183 
Error 1717.19 69 24.89 
Time 77.23 2 38.62 6.74 .002 .089 .912 
Treatment x Time 41.65 2 20.82 3.64 .029 .050 .663 
IIE x Time 41.94 2 20.97 3.66 .028 .050 .666 
IIE x Treatment x Time 19.59 2 9.79 1.71 .185 .024 .354 
Error 790.31 138 5.73 
GG is the probability associated with an F score following Greenhouse-Guisser adjustment. 
were found. An lIE main-effect was found with the Pro-Rated Total Stress Score (F(l, 46)=5.14, 
p=.028). With the Emotional Response Domain, an lIE main-effect was found (F(l, 65)= 9.84, p=.003). 
Similar lIE main effects were found with Hostility (F(l, 68)=4.98, p=.029), Anxiety (F(I, 67)= 10.60, 
p=.002) and Depression Scores (F(1, 68)= 6.00, p=.Ol7). Table 6.27 shows the means of 
InternallExternal students over three time points of the intervention for these variables. 
Table 6.27: Means (Standard Deviations) o/InternaVExternal Student on a Range o/Criteria. 
INTERNAL STUDENTS EXTERNAL STUDENTS 
VARIABLE Time one Time two Time three Time one Time two Time three 
Direct Coping -.861 1.639 2.250 -2.297 -.162 -1.487 
(3.49) (3.75) (3.24) (2.92) (3.92) (4.34) 
N=36 N=36 N=36 N=37 N=37 N=37 
B.S.S.I 64.06 58.54 58.68 72.51 66.22 63.46 
(amended) (12.94) (14.93) (15.77) (14.75) (16.06) (15.93) 
N=36 N=36 N=36 N=37 N=37 N=37 
Hostility 48.11 47.42 43.86 52.06 50.39 50.36 
(DSP) (8.32) (8.33) (10.19) (9.91) (8.98) (8.90) 
N=36 N=36 N=36 N=36 N=36 N=36 
Anxiety 48.44 44.33 43.06 54.86 50.34 51.31 
(DSP) (8.14) (9.27) (10.67) (9.12) (10.34) (10.43) 
N=36 N=36 N=36 N=35 N=35 N=35 
Depression 50.33 48.31 48.58 56.56 52.69 52.56 
(DSP) (8.41) (7.66) (9.22) (9.28) (10.36) (8.01) 
N=36 N=36 N=36 N=36 N=36 N=36 
Internals tend to report more adaptive scores on the DSP measures of Hostility, Anxiety and Depression 
irrespective of time. Students tend also to report greater emotional adaptation as their course progresses, 
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irrespective of control belief grouping as shown by a series of time main effects (Hostility (F(2, 136)= 
5.04, p=.008): Anxiety (F(2, 134)= 12.05 , p=.0005): Depression (F(2, 136)= 6.57, p=.002). In addition 
students tend to report fewer worries as their course progresses (B.S.S.1. F(2, 132)=12.04, p=.0005). 
6.5.2.14 Organisational outcomes 
Table 6.28 shows the mean number of days of sickness and absence for each treatment condition for six 
months prior to treatment commencement, and for the same period following treatment completion. 
This second period covered the Common Foundation Examination and transition into the Branch 
programme. This analysis used non-reactive, archival sources of data routinely collected by the School 
of Nursing and Midwifery on all students. 
Table 6.28: Means (Standard Deviations) of Sickness and Absence For Six Months Before and After Treatment. 
BEFORE AFTER 
Control Experiment Control Experiment 
Sickness 
x 2.02 1.37 3.86 2.61 
SD (3.93) (2.48) (6.62) (3.11 ) 
N N=38 N=38 N=38 N=38 
Absence 
x 2.89 2.34 2.51 2.14 
SD (2.43) (2.62) (2.75) (2.97) 
N N=38 N=38 N=38 N=38 
Exploratory data analysis revealed significant positive skewness and kurtosis for PrelPost Sickness and 
Absence variables, which increased the likelihood of rmding a treatment effect, and potentially of 
making a Type 1 error. The significant deviation from normality for both PrelPost Sickness and 
Absence variables was not reduced by square root or logarithmic transformations. In view of this both 
repeated measures ANOV A, and loglinear analytic strategies were employed with four continuous 
variables recoded as dichotomous items, providing a some/none contrast in sickness/absence for 
students before and after treatment. 
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With sickness levels as criterion, an A (B) mixed design repeated measures ANOV A was carried out 
comparing levels before the intervention commenced with levels following treatment. This analysis 
revealed no significant treatment x time interactions or time main-effects. With this variable a more 
conservative ex: value of .01 was adopted due to violation of homogeneity assumptions by pre and post 
data sets. As a result the time main effect observed was unreliable (F(l, 74)=4.47, p=.038). With 
absence as dependent variable, no main-effects or treatment x time interactions were apparent. 
A similar picture emerged with hierarchical loglinear analysis, with the proportion of students showing 
no sickness following treatment identical between-groups, i.e. with an odds ratio of .34 for both Control 
and Experimental groups. The proportions of students with no absence following treatment was also 
comparable between-groups, with an odds ratio of .36 for Control and .28 of Experimental groups. No 
difference was found between the observed and expected frequencies provided by minimal and 
independence models. Little evidence for a treatment effect on absence following the intervention was 
seen, as in the previous analysis with this archival data. 
The impact of the intervention on the academic performance of participants was also evaluated. 
Between-group course work averages for the seven pieces of course work submitted prior to the 
intervention suggested that both groups were comparable in academic terms before treatment (Control 
group, )(=64.87% (sd=8.23); Experimental group, x=64.l9% (sd=9.35): t=.33, df=70, p=.74). 
Following treatment, Common Foundation Examination Paper 1 and 2 averages were no different 
(Control group, x= 43.65 (sd=9.53); Experimental group, x=41.49 (sd=12.63)). The treatment appears 
to have had little measurable impact on the academic performance of Participants during the Common 
Foundation Programme Examination (t=0.82, df= 70, p=0.41). 
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These analyses suggest that the stress reduction and management intervention had little impact on the 
sickness, absence and academic performance of participants. It is possible, however, that such fmdings 
may have resulted from the lack of a relationship between distress early in the course, and subsequent 
performance on such objective measures. To examine this possibility a series of logistic regression 
analyses were carried out to test, having adjusted for "0" level attainment, whether distress at screen 
predicted pre-treatment sickness and absence. This series of analyses was carried out on a data set 
which contained variables collected at screen and a range of non-reactive, archival variables obtained 
during the entire three years of the Diploma preparation. The underlying assumptions of this analytic 
procedure were met by each separate analysis, using the series of dichotomous variables described 
earlier. "0 Level attainment" was controlled for in these analyses because of the link between 
intelligence/cognitive ability and the stress process. Those individuals with highly developed cognitive 
abilities (as shown by their academic achievement) were judged more likely to show the problem 
solving skills, the verbal ability and social competence necessary to meet the demands of the course 
(Payne, 1988; Payne, 1991). Such occupational gradients, with workers with little education 
experiencing greater work-related distress have been described recently (Sauter, et aI., 1990). Hence the 
need to control for this variable in these analyses. 
In each logistic regression analysis, "0" level attainment was entered at step 1, prior to the inclusion of 
distress at screen (measured with GHQ 30 Likert) at step 2. No outliers in the distribution of each 
dependent variable were identified by an initial run of each model. The correlations between 
independent continuous variables for each analysis, and the contribution of initial distress at screen to 
the prediction of pre-treatment sickness and absence, having controlled for "0" level attainment, are 
seen in Tables 6.29-6.31. 
The entry of "0" levels at Step I (Model Che=.166, df=l, p=.684) and initial distress at Step 2 
(Improvement Che=.174, df=I, p=.677) confirmed the lack of a relationship between these variables 
and pre-treatment sickness, seee Table 6.29. Furthermore, with pre-treatment absence as dependent 
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variable, entering "0" level attainment (Model Che=.913, df=l, p=.339), prior to the entry of initial 
distress (Improvement Che=.311, df=l, p=.577) did not allow for the rejection of the Null hypothesis 
(Le. that R=O) for either non-reactive variable, see Table 6.30. Similar results confirming the lack of a 
relationship between initial distress and post-treatment sickness and absence levels, having controlled 
for entry qualifications, were found, i.e. Post treatment sickness (Step 1 Model Che=.017, df=l, p=.897; 
Step 2 Improvement Che=.166, df=l, p=.684), Post-treatment absence (Step 1 Model Che=.673, df=l, 
p=.412; Step 2 Improvement Che=.OOO, df=l, p=.9849). 
A similar series of logistic regression analyses entering "0 level attainment" ahead of Direct Coping at 
screen failed to predict pre or post treatment levels of sickness and absence. This was true for pre 
treatment sickness (Step 1 Model Che=.166, df=l, p=.684; Step 2 Improvement Chi2=2.659, df=l, 
p=.1029), post-treatment sickness (Step 1 Model Chi2=.017, df=l, p=.897; Step 2 Improvement 
Che=2.895, df=l, p=.089), pre-treatment absence (Step 1 Model Chi2=.913, df=l, p=.339; Step 2 
Improvement Che=.007, df=l, p=.933) and post-treatment absence (Step 1 Model Chi2=.673, df=l, 
p=.412; Step 2 Improvement Che=2.325, df=l, p=.127). 
A hierarchical regression analysis of "0" level and initial distress onto post-treatment examination 
performance (i.e. Common Foundation Programme Examination paper 1 + 2 averages) showed that 
Initial distress did not predict post-treatment examination performance with "0" level attainment 
covaried out, see Table 6.31. While "0 level attainment" contributed to the model at step one (R2=.062, 
F(l, 132)= 8.79, p=.004), the addition of Initial distress provided no improvement (Change in 
R2=.00895, (F(2, 132)=1.272, p=.262). The deletion of five multivariate outliers in this data set, using 
the procedure suggested by (Tabachnick & Fidell, 1989), p 96 led to the re-running of this analysis 
excluding this data, see Table 6.32. A similar pattern of results emerged from the analysis with the full 
data set with Initial distress still not predicting Common Foundation Examination score average. Entry 
of "0 level attainment" at Step 1 gave an R2=.087, (F(1, 127)= 12.184, p=.OOI), and entering Initial 
distress at Step 2 produced no change in R2=.OOl, (F(2, 127)=.149, p=.700). 
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Table 6.29: Logistic Regression Analysis of "0" level and Initial Distress on Pre-treatment Sickness. 
Variable Constant "0" level Initial Distress B S.E. Wald DF Sig R 
"0" level r=-.463 -.025 .065 .150 .699 .000 
Initial Distress r=-.858 r=-.045 .007 .017 .173 .677 .000 
Constant .269 .603 .200 .655 
Mean 3.898 29.047 
SD 2.713 9.702 
Table 6.30: Logistic Regression Analysis of "0" level and Initial Distress on Pre-treatment Absence. 
Variable Constant "0" level Initial Distress B S.E. Wald DF Sig R 
"0" level r=-.430 .076 .078 .957 1 .328 .000 
Initial Distress r=-.873 r=-.043 .012 .021 .306 1 .580 .000 
Constant .695 .718 .937 1 .333 
Mean 3.970 29.793 
SD 2.671 10.335 
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Table 6.31: Hierarchical Regression Analysis of "0" level and Initial Distress on CFP Paper J and 2 Average Scores. 
Variable Post-treatment "0" level Initial Distress B Beta F DF SigF 
exam average (DV) 
"O"level r=.247 (.002) .816 .245 8.483 (2, 132) .004 
Initial Distress r=-.106(.110) r=-.046 (.297) -.083 -.095 1.272 .262 
Constant 43.76 285.836 .000 
Mean 44.50 3.90 29.59 R2=.071 
SD 9.02 2.70 10.32 Adjusted R2= .057 
R= .266 
Table 6.32: Hierarchical Regression Analysis of "0" level and Initial Distress on CFP Paper J and 2 Average Scores. Following Removal Of Five Multivariate Outliers. 
Variable Post-treatment "0" level Initial Distress B Beta F DF SigF 
exam average (DV) 
"O"level r=.295 (.0005) .890 .293 11.858 (2, 127) .001 
Initial Distress r=-.053 (.274) r=-.070 (.215) -.028 -.033 .149 .700 
Constant 42.134 282.880 .000 
Mean 44.74 3.84 29.14 R2=.088 
SD 8.32 2.73 9.70 Adjusted R2=.074 
R=.297 
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Direct Coping at screen was not related to Common Foundation Examination score averages, having 
controlled for initial 0 levels on entry to the course. This was true on the full data set (Step 1 R2=.062, 
F(1, 132)= 8.791, p=.004; Step 2 Change in R2=.OOI, F(2, 132)=.168, p=.683) and following the 
deletion of five multivariate outliers (Step 1 R2=.062, F(l, 127)= 9.746, p=.002; Step 2 Change in 
R2=.007, F(2, 127)=.946, p=.333). 
6.5.2.15 Effects on examination anxiety. 
Common Foundation Examination 
While academic performance in the Common Foundation Programme exam was not affected by the 
intervention, a major impact on the anxiety reported on the morning of this important exam was 
detected. This examination was critical in determining which students would go on to finish their 
education in their respective speciality, or branch. In this scheme of training students had little exam 
practice, and report this form of summative assessment to be anxiety provoking. Questionnaires were 
sent to students to fill in on the morning of this important examination, and a 75% return rate was 
obtained. 
A proportion of students in the study, i.e. those control students in Cohort two, had received a distance 
version of the intervention prior to this exam. While very few students took up this option, and this 
version of the programme had no impact on the variables shown to be sensitive to intervention effects, 
exposure to the distance intervention may represent a potential weakening of comparisons between 
groups. Despite this, a major treatment effect was apparent. Those students who had received the 
intervention showed reliably lower State Anxiety scores on the morning of the Common Foundation 
Programme examination (Control, x=59.09 (sd 16.2); Experimental, x=45.88 (sd 10.7): t=3.86, df = 
51.023, p= 0.0005). 
3 Following Levene's adjustment for intergroup inequality of variance. 
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Final Examination (Eighteen month follow-up) 
The long term impact of treatment on the anxiety management skills of students in an examination 
setting was evaluated by measuring the State Anxiety of participants on the morning of their first final 
examination paper. State Anxiety questionnaires were posted to students prior to this paper, and 
collected outside the venue of the final examination. A return rate of78% was obtained. 
Students who had been in the experimental group, and received the group intervention showed reliably 
lower State Anxiety on the morning of their fmal examination (Control x=58.23 (sd 13.27); 
Experimental group x=47.63 (sd 12.43): t=3.08, df=54, p=.003). The effect of treatment on the 
affective well-being of participants was apparent some eighteen months after the had treatment ended, in 
this specialised setting. This effect was seen despite the potential weakening of between-group 
differences by the administration of the distance stress reduction and management intervention to 
students who had been in the control group. While students who received the experimental group 
intervention were able to manage their anxiety on the morning of this first paper more effectively, the 
academic performance of this group over the two papers of the final examination was no better than 
students who had been in the control group, and who may have been exposed to the distance version of 
treatment (Control group, x=45.60 (sd 12.54); Experimental group, x=45.81 (sd 10.35): t=.04, df=64, 
p=.94). However, the lack of a relationship between distress and examination performance in this study 
has been commented upon, and may have some bearing on this finding, see section 6.2.3. 
With a return rate for the State Anxiety questionnaire of 78%, it may be possible that students providing 
data at this time were a self-selecting group, with only highly anxious control group students, and less 
anxious experimental group students providing scores at this time. To examine this possibility, the 
scores of students who provided State Anxiety data at their final examination were examined on a range 
of pre-treatment emotional measures. Little evidence for any systematic pre-treatment differences 
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between this subset of experimental and control students emerged. No differences in GHQ 30 (Likert) 
at screen (Control group x=34.42 (9.21); Experimental group (x=33.57 (8.14): t=.37, df=54, p=.73), in 
pre-treatment State Anxiety (Control group x=43.38 (10.99); Experimental group x=39.34 (9.82): 
t=1.45, df=54, p=.15), or in Pre-treatment Trait Anxiety (Control group x=47.53 (10.81); Experimental 
group x=43.33 (7.99): t= 1.66, df=54, p=.lO) were apparent. 
6.5.2.16 Attrition from the main study 
Between treatment conditions, 7% of experimental and 6% of control group students left the study by 3 
month follow-up. While 2 experimental group students attended the first 4 sessions, and each provided 
three complete sets of data at times 1- 3, they have been included in the attrition statistics. Low and 
comparable between-group attrition rates were achieved by sending reminder letters to control group 
students, by running "catch-groups", and by actively reminding each experimental student who had 
missed a session when their next "catch" was. Reimbursement of travel costs and the provision of 
"completion" incentives were effective strategies in retaining participants within each treatment 
condition. 
6.6. Discussion 
The brief summary of the fmdings from the main study presented here, precedes an in-depth analysis of 
treatment effect, and an evaluation of the evidence in support of each study hypothesis. 
The main aim of this study was to reduce the emotional distress experienced by students during a second 
series of hospital experiences. This experience, formed part of the eighteen month Common Foundation 
Programme, and led up to the first important examination in a three year course. A six session stress 
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reduction and management intervention designed to promote the use of Direct Coping was presented to 
distressed students during this demanding period. Study participants were selected on the basis of self-
reports of significant levels of affective distress from an earlier descriptive screening study. 
The main study intervention employed repeated measures MANOV A to examine the effect of treatment 
on a range of outcome, process and antecedent variables. Exploratory analyses identified data sets which 
met the underlying assumptions for this analytic approach, and allowed the appropriate alterations in ex: 
and Fnominator and Fdenominator values for variable combinations which did not. A series of treatment 
effects were found on outcome, process, and antecedent variables from the main study. Treatment 
effects in the form of a series of treatment x time interactions over three time points, were broken down 
by post-treatment and follow-up subsidiary analyses. Effect sizes were largest for the emotional 
outcome variables, the primary target of the main intervention. The treatment reduced situational 
(B.S.S.I.) and domestic sources of stress perceived by students, and had a modest adaptive impact on the 
Direct Coping reported by students receiving the group intervention. Additionally, students were more 
able to make use of adaptive diversion, as measured by Relaxation Potential, following treatment. 
Treatment had little impact on objective organisational variables such as sickness, absence and academic 
performance. Reductions in all dimensions of affective distress and in State Anxiety on the mornings of 
the Common Foundation and Final examinations directly attributable to treatment, were not matched in 
adaptive changes in performance with these non-reactive measures. However, the possibility that Initial 
distress was unrelated to performance on these measures was confirmed using logistic regression and 
hierarchical multiple regression analyses. 
Finally, Locus of Control did not distinguish between students benefiting from the group intervention as 
hypothesised. No three way lIE x Treatment x Time interactions were found for any outcome, process, 
or antecedents variables measured in the main study. There were, however, lIE and Time main effects 
with Hostility, Anxiety and Depression which were independent of treatment impact. 
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The design of this particular experimental evaluation, with pre, post and follow-up measures had the 
strengths of a randomised study, and allowed the valid attribution of post-intervention changes to 
treatment. The results from the screen and main study revealed the success of random allocation in 
providing two comparable groups in terms of outcome, process, antecedent and demographic variables 
at the point of selection to the study, and at baseline. 
Efforts were made to minimise the contribution of expectancy, diffusion and contamination effects to 
between-group differences found following exposure to treatment. With participants only aware of 
their status at completion of the main study, between-group effects arising from resentful demoralisation 
of the control group were minimised. Students were briefed not to copy or share any material received 
on the course with other students, or with clinical supervisors on the ward. Participants were separated 
geographically during treatment and follow-up phases, with students returning from widely scattered 
clinical placements to attend sessions in School, minimising between-group contamination. 
Additionally, pilot development of the intervention ensured the consistent delivery of treatment to the 
three groups of participants within the experimental condition, as recommended (Winett, 1985). 
The guiding principles of the cognitive-behavioural approach to health promotion and well-being 
underpinned the stress reduction and management strategies used in the main study (Ivancevich & 
Matteson, 1988). Accordingly, an emphasis on the subjective appraisal of demanding work 
environments, rather than more "objective" measures of work demand, influenced the choice of 
assessment materials and treatment methods presented to participants. 
Treatment methods in the main study included the development of problem solving skills to alter 
difficult course related situations, developed reappraisal skills to promote adaptation to situations not 
readily amenable to change, introduced a range of relaxation strategies to reduce physiological and 
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emotional arousal in such situations, and taught self-management skills to increase adaptive, health 
protecting behaviours. The encouragement of Direct Coping use in both clinical and academic settings 
was the central focus of this group intervention following its negative association with distress at screen. 
This range of generic stress reduction and management techniques was applied to situations identified 
by participating students in the first four sessions of the course. The idiosyncratic nature of student 
worry, and the importance of allowing students to identify the stressful situations facing them in 
academic and clinical settings had been identified in the screening study and earlier pilot work. The 
"student-centred" presentation of the intervention in the fifth and sixth weeks targeted the academic 
stressors facing student nurses, and focused on assertiveness skills in the clinical setting. The last two 
weeks of the course facilitated students to apply generic skills acquired in previous weeks to personally 
identified academic and clinical situations, and required the application of relaxation coping skills in 
real-life situations. 
The intervention had a significant impact on all dimensions of affective well-being. This was shown 
with a series of overall treatment x time interactions on GHQ 30 (Likert), State and Trait Anxiety and 
the Beck Depression Inventory. Post-treatment and follow-up subsidiary analyses confirmed that the 
between-group differences on all dimensions of affect were associated with large treatment-effect sizes. 
Adaptive within-group reductions in distress seen following treatment were confmed to the treatment 
group in the main. The intervention also had a significant effect on the Emotional Responses Domain 
from the Derogatis Stress Profile. However, the overall treatment x time interactions with subscales 
from this measure were associated with more modest treatment-effect sizes, than with previous measures 
of affective distress. Treatment x time interactions, and treatment main effects at post-treatment and 
follow-up breakdown analyses were found with Domain and Primary Dimension Anxiety scores. 
Adaptive within-group changes for Hostility, Anxiety and Depression, confmed to the experimental 
group, persisted 1.0 three month follow-up. 
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In this main study the significant impact of the intervention on State Anxiety on the morning of the 
Common Foundation and Final examinations, the significant treatment x time interactions in the overall 
and post-treatment analyses in all three dimensions of affective distress, (including the Emotional 
Response Domain from the Derogatis Stress Profile), and the adaptive within-group changes in 
experimental group scores following treatment, confirmed the first hypothesis of this study, that the 
experimental group alone would show a reduction in affective distress post-intervention. 
The impact of the intervention on the situational and domestic sources of stress reported by students in 
the treatment group was shown by overall treatment x time interactions, and post-treatment subsidiary 
analyses. Students receiving the intervention reported a reduction in situational sources of stress 
(B.S.S.I.) following treatment that was still apparent at three month follow-up. Adaptive reductions in 
perceived environmental sources of stress (from work, home and health environments) were reported by 
students receiving treatment, with adaptive changes in Pro-rated Domestic Satisfaction scores 
contributing to this post-treatment Domain Score reduction. 
A major focus of this multi-component workshop was on stress reduction and management skill 
development. The intervention focused on the teaching of a range of self-regulation skills, in addition to 
providing information in a didactic manner. The overall intervention produced changes in coping 
across time, with an increase in rational task-orientated coping following the intervention reported by 
the experimental group alone. This within-group effect was apparent at three month follow-up. The 
significant treatment x time interaction in overall and post-treatment subsidiary analyses and the 
treatment main effect at follow-up led to the suggestion that hypothesis two was confIrmed. Teaching 
adaptive coping strategies in the classroom setting had an adaptive impact on Direct Coping use 
reported by students in the challenging educational and clinical settings experienced during this study. 
A further additional skill-related change was seen following treatment. Students in the treatment group 
reported adaptive changes in Relaxation Potential scores at post-intervention which were maintained to 
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follow-up. Five of the seven variables comprising this dimension relate specifically to the use of 
relaxation, and such adaptive changes may have been related to the relaxation skills acquired during 
treatment. However, the difficulties in attributing specific skill developments to particular elements of 
the whole intervention are recognised, and will be discussed shortly. 
The range of health promoting behaviours used by students to protect their health and well-being 
remained unaltered following treatment for experimental group participants. The Health Posture scale 
contained items on exercise and diet which have some relevance to the choices made by students to 
change eating habits and increase exercise as part of their informal "contract" in session four, see 
Appendix 3. This lack of a treatment effect may have resulted from ineffectiveness of the overall 
treatment to promote health behaviour change, or because this scale which also contained items on 
"antacid" and "tranquilliser" use was insensitive to any resultant behaviour changes. 
The third hypothesis, that students would report an increase in their coping repertoire following 
treatment, was not confIrmed. A treatment x time interaction at post-treatment subsidiary analysis was 
the only effect found with this process variable. While the experimental group showed a small and 
insignificant reduction in General Coping across time, and the control group reported the increasing use 
of General Coping behaviours as their first important examination approached, there were no significant 
within-group pairwise comparisons with post-hoc analysis for either group. These results are most 
likely to be due to regression to the mean effects. In addition, the assumption that using a large coping 
repertoire in difficult situations is adaptive may also have been erroneous. Reports of many coping 
strategies in stressful situations is likely to be sign of poor adaptation, as coping repertoire size has been 
shown to correlate positively with neuroticism (Parkes, 1986). 
The 6 session treatment had no detectable effects on the organisational outcomes of sickness, absence, 
and the academic performance of participants. At the time of the Common Foundation Examination and 
entry into the students' chosen branch there was an increase in the objective measure of days lost due to 
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sickness. However the adoption of a more conservative oc resulting from homogeneity of variance 
violations by this variable showed the time main-effect to be unreliable. While Snape (1995) has cited 
this status transition from Common Foundation Programme student to Branch student as a particularly 
stressful period, and the immunosuppressive effects of acute stress in student health professionals have 
been described (Kiecolt-Glaser, et aI., 1986), the impact of distress on the physical health of participant 
students cannot be confIrmed here. Indeed, it seems most likely that distress and sickness/absence were 
not related in this intervention. 
The relationship between high test anxiety and low academic performance in examinations has been 
well recognised (Sarason, 1984). Several stress management studies with student nurses have claimed 
to increase marks at examination, or have attributed improvements in academic performance to such 
interventions (McDonald, et aI., 1983; Wernick, 1984). Others studies have failed to fmd any 
relationship between distress and academic performance (O'Connor & Bevil, 1996). This study found 
no impact of anxiety reduction on examination performance, other than to note the signifIcant 
association between all dimensions of affective distress and academic sources of stress in baseline data 
from the main intervention. While the intervention was not designed to enhance the academic 
performance of participants at examination, there are a number of possibilities why the signifIcant 
reduction in affective distress had no detectable academic performance correlates. 
While students in this study had clear academic worries, and reported high levels of affective distress at 
screen and early in the study, specifIc data on test anxiety was not collected. Such task specifIc 
measures, (e.g. Speilberger, 1979; Sarason, 1978), allow the identifIcation of individuals likely to 
experience the levels of cognitive interference associated with performance defIcit (Sarason, 1984). The 
lack of a treatment effect on examination performance may have resulted from the use of context-free 
measures of affective distress, and the non-identification of the truly test-anxious student. While 
participant students showed high levels of State Anxiety prior to each examination, these levels may not 
have been sufficient to induce such cognitive and performance defIcits, and hence the intervention 
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produced no improvement in academic perfonnance. The lack of a relationship between pre-
examination State Anxiety and subsequent perfonnance on both Common Foundation Programme 
(r=.037, p=.768) and Final (r=.087, p=.525) exam, for students in the main study, supports this 
explanation. 
A further interpretation of these results may be that the intervention, while successful in reducing 
affective distress and helping students to adapt to difficult situations, did not impart the academic 
problem-solving skills necessary for a between-group difference in academic perfonnance to appear. It 
may also be the case that the anxiety reduction effect of the intervention reduced student motivation to 
engage in academic problem solving leading up to both important exams, and cancelled out any 
potential improvement in examination readiness for participants. 
In addition to the range of outcome, process and antecedent variables used to evaluate treatment impact, 
Locus of control was measured at baseline to examine the value of generalised control beliefs in 
predicting outcome. It has been suggested that people with internal control beliefs are more likely to 
use problem-focused coping, and show fewer health related problems than externals, who are more 
vulnerable to stressor-related health effects in an occupational context (Edwards, 1988; Hurrell & 
Murphy, 1991). The prediction that internal participants would benefit most from the intervention was 
not supported, however. 
While no 3 way lIE x Treatment x Time interactions were apparent with any criterion variable, a number 
of InternallExtemal (lIE) main effects revealed general differences between students which were 
independent of treatment, and time. Internal students generally reported less Hostility, Anxiety and 
Depression (using Derogatis Stress Profile), and more Direct Coping than external colleagues regardless 
of the time point of the study. This analysis also showed that students tended to show increasing levels 
of emotional adaptation as their course progressed. Decreasing levels of Hostility, Anxiety and 
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Depression (from the Derogatis Stress Profile), reductions in situational sources of stress (B.S.S.I.), and 
increasing levels of Direct Coping were reported over time, regardless of treatment condition and 
internal/external control beliefs. 
There are number of models which propose explanations of the link between stress and ill-health, and 
explore the relationship between the length of exposure to toxic work situations and changes in 
psychosomatic function (Frese & Zapf, 1988). The initial impact model, conceptualises occupational 
stress as a "reality shock" to which the individual must adapt. As the "neophyte" worker develops 
effective coping strategies and adapts to novel occupational settings, so the original dysfunction caused 
by such occupational exposure disappears. Such a model was supported by data presented here, with 
students tending to show increasing emotional adaptation to initially distressing academic and clinical 
settings as they are socialised into the Nursing profession. While internals generally showed greater 
emotional adaptation at each data collection point than externals, and students tended generally to report 
less distress and fewer situational sources of worry over the course of the study, the effects of treatment 
were in addition to these adaptive trends. The adaptive changes in emotional distress, and perceived 
sources of stress directly attributable to the group intervention may have resulted from an increase in 
adaptive coping use. 
Having outlined the adaptive impact of group treatment on a range of outcome, process and antecedent 
variables, and demonstrated the lack of a differential reaction to treatment between internal/external 
students, and the low and comparable rates of attrition between conditions, the limitations of the study 
will now be considered. 
Evidence from a wide range of studies have demonstrated the effectiveness of individual treatment 
components used in the main study. For example, the use of problem solving to change stressful 
demands facing individuals at home and work (Blankstein, et aI., 1989; Hawton & Kirk, 1989; 
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D'Zurrilla, 1990; MacNair & Elliot, 1992; Penn, et a\., 1993), the alteration of cognitive self-talk to 
increase adaptation to situations not readily amenable to change (Lawrence, et a\., 1985; Dandoy & 
Goldstein, 1990; Aspinwall & Taylor, 1992; Pantalon & Lubetkin, 1995; White, 1995) and the use of 
relaxation to promote arousal reduction (Murphy, 1983; Bruning & Frew, 1987; Johnston, 1987; Ost, 
1987; Tsai & Crockett, 1993). The development of time and self management skills to improve 
personal effectiveness and increase health protective behaviour use (Goldfried & Robbins, 1982; 
Greenberg, et aI., 1987; Bond & Feather, 1988; Dykeman, 1993; Vinck, 1993; Pantalon & Lubetkin, 
1995) have all been associated with adaptive outcomes, in addition. Employing the use of experiential 
learning as a central teaching technique to encourage students to apply stress reduction and stress 
management strategies to their own situation has also been suggested as an effective strategy (Martin, 
1992). This large body of evidence led the clear expectation that the treatment package as a whole 
would be effective. 
In line with such expectations the group intervention was highly successful in promoting affective well-
being and adaptive coping use. However, due to the design of the study, it was not possible to 
determine which part of the group intervention was responsible for the adaptive changes observed. The 
design of the study did not include session evaluation measures, as has been suggested (Stiles, 1980; 
Stiles & Snow, 1984), for fear of overloading students. The main consequence of this strategy was the 
lack of a clear understanding of the processes by which adaptive change had occurred in this particular 
setting. Whether each treatment component was equally effective for all participants, whether certain 
individuals benefitted from specific treatment combinations, or whether particular elements of the group 
treatment were in fact inert remains unclear. Despite the limitations of such a strategy, the importance 
of evaluating the impact of an entire treatment package prior to determining the relative efficacy of 
constituent elements has been demonstrated in studies attempting to disaggregate treatments, shown 
subsequently to be inert, e.g. (Russler, 1991). 
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The design used in the main intervention employed strategies to minimise many of the threats to the 
internal validity of this social experiment, in a manner consistent with recent recommendations (Winett, 
1985). However despite the use of random allocation to treatment groups, the demonstration of 
between-group equivalence at screen and baseline, the reduction of diffusion and contamination effects, 
and the maintenance of low and comparable between-group attrition, the design used by this study 
cannot completely rule out some of the competing explanations of treatment effect (Cook & Campbell, 
1979). Consideration of the weakness of the main study design will precede an evaluation of the 
likelihood that a particular confound has occurred. 
While designs using a wait-control group are useful in examining the efficacy of a treatment and help to 
reduce competition effects between treatment condition participants (Winett, 1985), a delayed treatment 
design may represent the weakest strategy for controlling additional confounds. The possibility that 
part, or all of this putative treatment effect has its main causal association with non-specific variables 
such as social support, escape from difficult clinical placements, or additional expectancy effects 
operating in favour of the experimental participants cannot entirely be ruled out. A range of threats to 
the validity of causal attributions linking treatment to observed outcome have been described (Cook & 
Campbell, 1979; Winett, 1985). Such threats operate selectively on participants receiving treatment, 
and confound post-treatment between-group differences. 
Hypothesis guessing and evaluation apprehension by experimental subjects may lead to provision of 
overly positive-self reports. Such responses, following the concern shown to participants during 
treatment may occur in anticipation of some social reward, and are unlikely to operate identically with 
control group participants. In the main intervention, students were shielded from any information 
regarding study design and were unaware of their participation in an experiment until the third set of 
data had been collected, and the controlled trial was completed. The low and comparable between-
group attrition rates during the experiment corroborates this lack of knowledge. While students 
receiving the treatment may still have anticipated the hypothesis regarding distress reduction, the 
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provision of reactive data on the morning of the Common Foundation and Final examinations seems 
unlikely. Students were more likely to report how they felt at such a time, rather than trying to 
anticipate the specific aims of this intervention. 
Little evidence of evaluation apprehension leading to self-reports of psychological well-being by 
experimental participants existed in this study. Adaptive changes reported by students exposed to 
treatment did not occur uniformly across all measures as might be expected if such a confound were 
occurring. The differential increase and decrease in self-reports from control group students across time 
distinguishing conceptually different paper and pencil measures, is also relevant. In addition, evidence 
from the screening study suggested that highly defensive students who tended to respond in such a 
socially desirable manner, were less likely to be eligible for the intervention. 
Confounds arising from the transmission of clear expectations of participant performance, or resulting 
from information given to participants regarding their performance were minimised in a number of 
ways. The range of self report measures collected were not analysed until the distance intervention had 
been completed for both cohorts of students. Consequently, neither experimental nor control subjects 
had any opportunity to respond to feedback from their self-reported evaluations, or to react to the 
expectations of the experimenter arising from their performance on these measures. While it was not 
possible to state uncategorically that the observed treatment effect resulted solely from the intervention, 
all practical steps to reduce the effects of such biases were taken. 
The fmal threat to the internal validity of experiment arose from the nature of the testing process, and 
the predominant use of paper and pencil evaluation methods. While the main study collected a range of 
objective, non-reactive performance measures, the intervention had little detectable impact on such 
variables. This failure to confirm the impact of treatment on the self-report measures on other measures 
using a triangulation approach may be interpreted as a weakness of this study. However, given that the 
main aim of the intervention was to produce an improvement in distress arising from perceptions of the 
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subjective work environment, the treatment was associated with reliable changes in the process and 
outcome measures related to this. With manipulation of the independent variable producing changes in 
the appropriate variables, with dependent variables measuring all dimensions of affective distress, and 
given the differential impact of treatment on outcome and process variables (Cook & Campbell, 1979), 
then the lack of a treatment impact on these organisational variables may merely have reflected the 
general tendency for measures of objective and subjective elements of the work environment not to 
correlate. There was a clear convergence regarding the impact of treatment across conceptually related 
measures, i.e. the self-report measures, and a clear divergence distinguishing treatment impact on 
conceptually dissimilar measures (Cook & Campbell, 1979). In other words, this potential weakness of 
the study may be re-interpreted as evidence of the clear fit between cause and effect variables at both 
conceptual and operational levels. 
Further research arising from this study may include the investigation of the active ingredient of 
treatment, and the implementation of this effective group treatment in a range of other settings. 
A disaggregation study exploring the relative efficacy of constituent treatment elements may be a future 
development. A component analysis of the successful group intervention would isolate the active 
treatment elements responsible for distress reduction, and the promotion of adaptive coping. Exemplars 
of such studies have been examined earlier (Murphy, 1983; West, et aI., 1984). Such an approach 
would enable the removal of inert constituents of the successful group treatment, and the production of a 
shortened but equally effective intervention. Requiring less resources, such an amended treatment could 
be provided early in the curriculum for distressed volunteers, or at some later point for highly distressed 
students following initial adjustment to the psychosocial demands of the course. 
Such disaggregation studies typically include an attention placebo control as an integral part of their 
design enabling discrimination between non-specific and active ingredients of treatment in terms of 
outcome. However, designing a credible "alternative treatment" which presents all experimental 
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conditions except the therapeutic elements may be difficult to achieve. The retention of any therapeutic 
element in such "alternative treatment" would disqualify it as a placebo control (Parloff, 1986). While 
the ethical problems of presenting inert treatments to distressed students may be overcome by 
subsequently presenting all treatments to the placebo control group (West, et aI., 1984), the interaction 
of different treatments within the study may make it difficult to attribute adaptive outcomes to particular 
treatment combinations for such students. If a participant receives a series of treatments in similar 
settings, it may be difficult to separate out the effects of each intervention in the overall outcome, as the 
effect of initial treatments may confound the outcome of subsequent interventions (Cook & Campbell, 
1979). Any future disaggregation of this successful group treatment, using an attention placebo control 
condition must address such issues. 
The dissemination of this successful group treatment to other groups of students in other settings may 
be a further development from this study, with the implementation of this evidence based stress 
management intervention with distressed students from different Schools of Nursing, as its focus. 
Distress in student nurses is perceived as a continuing problem by many nurse educators across 
Scotland4• This study has been shown to be effective in promoting affective well-being and adaptive 
coping use, and it follows that distressed students in other settings may benefit from a version of it. The 
examination of the implementation process in a range of settings examining treatment efficacy, and 
comparing treatment uptake rates could follow. 
4 Personal discussion with a range of Nurse Lecturers from across Scotland. Followed presentation of; 
(8) "The Design And Evaluation of a Short Six Session Syllabus to Promote Adaptive Coping in Student 
Nurses" at Third Nurse Teachers Conference, organised by the National Board for Nursing and 
Midwifery for Scotland, Aviemore, Jan 18/19, and March 13114, 1996, 
(b) "Reducing Affective Distress in Student Nurses During the Common Foundation Programme in 
Tayside" at First Biennial International Nursing and Midwifery Conference, April 10-12th 1996, 
Edinburgh, 
(c) "Levels of Distress, Sources of Stress and Coping Strategies Around The Time of an Initial Hospital 
Placement in Tayside" also at Edinburgh, ApriIIO-12th 1996, see (b} 
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In conclusion, the group version of the stress reduction and management intervention with distressed 
volunteers randomly allocated to experimental and control groups has demonstrated that emotional 
distress and perceived sources of situational and domestic stress can be reduced in student nurses, not 
only when they are moderately distressed (during clinical experience), but also when they are facing 
major educational stressors, i.e. Common Foundation Programme and Final examinations. The 
intervention is a practical, easy to administer, and acceptable package of treatment associated with low 
attrition, which increases the use of Direct Coping and applied relaxation skills. 
While Locus of Control had no predictive value in distinguishing between students who were likely to 
benefit from either group or distance versions of treatment, internal students showed greater emotional 
adaptation at all stages of the study regardless of treatment condition when compared to their external 
peers. While all students showed increasing adaptation to the course in terms of emotional outcome and 
situational sources of stress, the impact of treatment was in addition to these adaptive trends. 
The main study intervention had little impact of the organisational variables of sickness, absence and 
academic performance. While there was little evidence that distress at screen had any relationship with 
pre-treatment sickness and absence, the lack of any detectable improvement in academic performance 
following significant reductions in distress for the treatment group may have resulted from the use of 
generic measures of affective distress, and the insensitivity of the assessment protocol to identify test 
anxious students. 
Future research to disaggregate the elements of the successful group intervention, and to study the 
implementation and uptake of this treatment across a range of nurse education settings in Scotland is 
called for. 
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7. Future directions 
7.1 Summary 
The series of studies reported in Chapters 4, 5 and 6 have detailed the nature, measurement and 
management of student nurse stress, distress and coping, and built upon the literatures analysed in 
Chapters 2 and 3. 
The recent cross-sectional screening study (Chapter 4) confirmed anecdotal reports of high levels of 
distress early in training in successive cohorts from the 1992 scheme of nurse education in Tayside, with 
up to 67% of student nurses scoring above a conventional cut-off for significant distress on a 
standardised measure, see Chapter 4. This was much higher than levels reported by medical students or 
junior house officers on the same scale. Indeed, reports of distress by groups of student health 
professionals which exceed these levels are not to be found. With the screening study revealing that the 
frequency of situational stressor item reporting was not related to whether that item predicted overall 
distress, a preventive multi-dimensional stress management approach was identified as an appropriate 
strategy to reduce the distress of such "at risk" students. 
The underlying factor structure of situational sources of stress was clarified with student nurses 
reporting "academic", "clinical', "personal' and "inter/ace" sources of stress, see Chapter 5. The 
reliability and congruence of the factor structure of this new measure was confirmed across two 
independent samples of student nurses. In addition, evidence of the concurrent and discriminant validity 
was also obtained in a range of reporting conditions, and the S.N .S.1. compared favourably with other 
situational measures of student nurse stress. However, with development of this new measure running 
alongside presentation of the stress reduction and stress management programme, the S.N.S.1. was not 
available to evaluate the intervention at baseline, i.e. in Chapter 6. 
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Having identified a problem with distress early in training, students shown to have experienced 
significant levels of distress were recruited to a stress management intervention set at individual and 
interface levels. This intervention was designed to reduce such high levels of emotional disturbance, 
and was presented during their second series of hospital placements, see Chapter 6. While this six 
session intervention proved to be highly effective and adaptive changes in affective distress, situational 
sources of stress, Domestic Satisfaction, Relaxation Potential and Direct Coping could all be attributed 
to the programme, the most distressed students did not volunteer for this intervention. An 
organisational level intervention to reduce the distress of such avoidant students may be required. 
7.2 Future areas of research 
A number of future areas of research have been identified following the series of studies in Chapters 4, 5 
and 6. These include continuing the stress audit of pre-registration courses running in the School, 
further development of the S.N.S.I., and an examination of the efficacy of components of the stress 
reduction! management intervention set at individual and interface levels. The provision of a causal 
longitudinal study to model the stress process and provide an evidence base for the design of an 
organisational level intervention to reduce student nurse distress, is suggested as an essential next step. 
The screening study, see Chapter 4, revealed high levels of distress which continue to be reported. 
Given the high levels of distress reported anonymously by students in 95/96 cohorts (GHQ 30 x=34.91, 
(s.d. 13.16), see Table 5.21), the problem with distress in the 1992 scheme of nurse training has not 
been confmed to the early years of the course. With the 1997 scheme of training now being introduced 
in the School of Nursing and Midwifery in Tayside and Fife, further monitoring of both 1992 and 1997 
trainings is required to chart any changes in distress over time and between schemes of training. The 
high and continuing levels of distress in the 1992 scheme have confirmed the necessity of undertaking 
an organisational level screen and intervention. An assessment of the 1997 scheme of training needs to 
247 
be undertaken to provide comparison with the earlier form of training. Both of these points will be 
discussed shortly. 
While the development of S.N.S.1. has clarified the underlying dimensions of situational sources of 
stress reported by students, the fit indices observed in the confirmatory analyses, though adequate, 
require some improvement. Strategies to increase the observed fit indices centre around an expansion of 
the measure and the development and inclusion of further items related to academic, clinical, interface 
and personal dimensions. Further exploration of the augmented measure would lead to a new 
confirmatory study, and the potential for a better fitting measurement model. Extending the 
development process to include the gathering of student data from other Schools of Nursing would 
further ensure the generalisability of the new measure. 
The design of the stress reduction/management intervention (Chapter 6) did not allow for attribution of 
particular adaptive post-intervention changes to specific elements of the programme. A disaggregation 
study to compare the adaptive impact of a range of therapeutic combinations, and which may include a 
placebo control, represents an extension of this study. A further extension would be to gain evidence of 
the external validity of the intervention, and examine its generalisability to other settings. The issue of 
whether the intervention effect was specific to this particular setting, or whether the programme could 
be implemented effectively in another setting remains unanswered. While a major strength of this study 
was the replication of the intervention effect on two independent cohorts, this intervention for selected 
students may not be effective in other settings in which clear personal, organisational or interface 
predictors of student distress are apparent. Future research in this area of treatment generalisability to 
other nurse education settings is therefore necessary. In addition, comparison of the impact of this stress 
reduction/management approach set against a programme combination including organisational 
strategies alongside this individuaVinterface intervention, and across a range of settings, is of interest. 
The development of such an organisational level intervention would require the provision of a screening 
study elaborating the relationship of psychosocial aspects of the worksetting to student nurse distress. 
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The fmal extension of this series of studies centres on causal modelling of the stress process, from both 
transactional, and organisational perspectives. See Appendix 4 for a study proposal. The causal 
relationships between relevant factors such as personality, social support, job characteristics and strain 
outcomes are not well understood with student nurses, and few studies examining such relations exist. 
A longitudinal screening study modelling the stress process is required, to further the process of stress 
reduction outlined by Murphy & Hurrell, (1987), see section 4.1.1. 
The introduction of a new 1997 scheme of nurse training has presented an opportunity to adopt such an 
organisational approach and develop and test a causal model of the stress process in this setting 
examining the role of social support and personality in the perception of current and future work 
characteristics, strain outcomes and job performance (House 1981; Moyle 1998). The aim of such a 
study would be to clarify developmental changes in stress, distress and coping over an initial 20 months 
of the 1997 scheme of training (based on the transactional approach), and to identify the causal 
pathways linking distress to work-related variables (adopting the "Michigan model" of work-related 
stress). The endpoint of such a study would be an evidence base upon which to develop an 
organisational intervention to change aspects of the psychosocial work setting, and thereby reduce 
student nurse distress. In addition, differences in levels of distress reported by student nurses between 
1992 and 1997 schemes of training could be explored using an interrupted time series design and 
analysis. 
Such an approach, combining transactional and organisational approaches is likely to explain more of 
the variance in student nurse distress. As situational sources of stress explain around only 30-35% of 
the variance in distress scores, see Chapter 4, additional contribution to such variance is likely to arise 
from more global psychosocial aspects of the work environment. In addition, such an approach leading 
to the development of an organisational intervention would have the potential to reduce the impact of 
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nurse training on those highly distressed, avoidant student nurses who tend not to volunteer for stress 
reduction/management training set at an individual and interface level. 
The development of a causal model of the stress process is a necessary precursor to the design of an 
organisational intervention to reduce student nurse strain, and improve mental, physical health, 
academic and clinical performance outcomes. The identification of job characteristics causing distress 
and dissatisfaction may enable an evidence-based modification of the problematic work conditions faced 
by students, and clarify the impact of clinical and academic support on student strain. This study will 
provide valuable information for a future stress management intervention, targeting the health of the 
organisation (Cox & Leiter, 1992), with the aim of reducing student distress, minimising the 
consequences of impaired well-being, improving job performance, and ultimately improving the quality 
of care provided by future practitioners. 
In short, the future steps outlined here amount to the implementation of an extended preventive stress 
management programme in this organisation. This will require the enactment of an iterative process of 
organisational stress diagnosis, the initial design and subsequent refinement of appropriate individual, 
interface and organisational level programmes, action by both the individual student nurse and 
organisation (i.e. the School of Nursing and Midwifery), and a rigorous programme of outcome 
evaluation (Quick, et aI., 1997). 
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Thank you for taking the time to read about this study. I anticipate that it will take you 
about 30 to 60 minutes to complete the questionnaire. The questionnaire is in 3 parts. 
PART A: 
PARTB: 
PARTC: 
Asks you to answer questions about your general health. 
Asks you to answer questions about your stress experience 
while you are a student studying at Tayside College of 
Nursing and Midwifery. 
Asks you to answer questions about the way in which you 
cope with the stressors you have identified. 
The purpose of my study is to identify some of the sources of stress that are 
experienced by students of Nursing and Midwifery in Tayside at different parts of the 
programme. I expect that the information will help to determine what can be done to 
reduce some of the potential stress for students in the future. If you have any questions 
or difficulties with any item while you are filling out the questionnaire, I would 
appreciate your letting me know. Just jot down some comments at the end. If any 
item causes you undue distress, you may leave it out. 
Your participation in the study is strictly voluntary. Your responses are anonymous, 
please do not put your name on the questionnaire. All information will be kept 
confidential and no student name will ever be used in any discussion or publication of 
the findings. Refusal to participate in the study will not influence any aspect of your 
education in any way. 
If you have any further questions about the study, please don't hesitate to contact me. 
THANK YOU. 
1 
"Stress. Distress and CQJlinr in Student Nurses". 
CONSENT FORM 
The volunteer should complete this form himlherself. 
Have you read the Volunteer Information Sheet? 
Have you had an opportunity to ask questions 
and discuss this study? 
Have you received satisfactory answers to all of 
your questions? 
Have you received enough information about the 
study? 
Please cross out 
as necessary 
YesINo 
YeslNo 
YesINo 
YeslNo 
Who have you spoken to? .......................................................................... .. 
Do you understand that participation is entirely 
voluntary? 
Do you understand that you are free to withdraw 
from the study? 
• 
• 
• 
at anytime? 
without having to give a reason for withdrawing? 
without this affecting your education in any way? 
Do you agree to take part in this study? 
YesINo 
YesINo 
YesINo 
YesINo 
YesINo 
Volunteer's signature ...................................................... date ..................................... . 
Volunteer's name in block letters .............................................................................. .. 
I . " d nvesttgator S slgnature .................................................. ate ..................................... .. 
VOLUNTEER INFORMATION!'JHEET 
Dear student.. 
You have already fined in a questionnaire which asked you about the 
following things. 
• Your General Health 
• Yoor stress experiences while studying at Tayside College c1 Nursing 
and Midwifery. 
• Your ~ing responses and strategies. 
The results from the saeen have shown the following items to be assodated 
with feelings of being stressed, in yoor class as a whole. 
1. Fear ci failing in rourse 6. Lack ci free time 
2. Examinatiat and/a grades 7. Long hours d study 
3. Finartdal resprnsitilities 8. Ilfference in a:ilege and ward 
4. Amwnt ci dasswork material to values 
be learned 9. College respmse to student needs 
Feelings c:I inadequacy related to 
dinical perfamance 
5. Diffla.tlty ci dasswcr1c. material to 10. 
be learned 
The results have shown that fa sane p!q)le stress is a prol:iern for sane a 
the time. 
You have volunteered fer series d 7 wakshops which witt be spread CNer 8 
weeks, with each sessim taking aramd 2 hours. The date and venue are 
known to you. The sessions will tnvdve the use c1 self repa1 questiamalres, 
and the oppcrtunity for yw to develql stress management techniques and 
roping strategies. Yw will be asked after the wakshqlS had ended about 
haN yoo nON oope with difflwlt situatiats. 
Yoor partidpatiat in the workshop is entirety Voluntary, you are free to 
withdraw at any point. with no explanation necessary. Partidpatiat/non 
partidpatiat in the study wilt nd affect any aspect c:I your educatioo within 
the College. 
Martyn Jmes 24. 4. 94 
1 
Stress manaeement Teaching coping strategies to Student 
Nurses. An experimental study of the effects of stress 
management techniques. 
CONSENT FORM 
Have you read the Volunteer Information Sheet? 
Have you had an opportunity to ask questions 
and discuss this study? 
• 
Have you received satisfactory answers to all of 
your questions? 
Have you received enough information about the 
study? 
Please cross out 
as necessary 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Who have you s,poken to? ........................................................................... . 
Do you understand that particpation is entirely 
voluntary? 
Do you understand that you are free to withdraw 
from the study? 
at anytime? 
without having to give a reason for withdrawing? 
without this affecting your education in any way? 
Do you agree to take part in this study? 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Volunteer'S signatu.re ...................................................... date ........................ II •••••••••••• 
Volunteer'S name in block letters ............................................................................... . 
Investigator's signature .................................................. date ...................................... . 
2 
GENERAL HEALTH 
QUESTIONNAIRE 
Please read this carefully: 
GHQ·30 
We should like to know if you have had any medical complaints, and how your health has been in general, 
over the past few weeks. Please answer ALL the questions on the following pages simply by underlining the 
answer which you think most nearly applies to you. Remember that we want to know about present and recent 
complaints, not those you had in the past. It is important that you try to answer ALL the questions. 
Thank you very much for your co-operation. 
HAVE YOU RECENTLY: 
1 - been able to concentrate on whatever Better Same Less Much less 
you're doing? than usual as usual than usual than usual 
2 - lolt much sleep over worry? Not at all No more Rather more Much more 
than usual than usual than usual 
3 - been having restless, disturbed nights? Not No more Rather more Much more 
at all than usual than usual than usual 
4 - been managing to keep yourself More so Same Rather less Much less 
busy and occupied? than usual as usual than usual than usual 
5 - been getting out of the house as More so Same Less Much less 
much as usual? than usual as usual than usual than usual 
6 been managing 81 well as most people Better About Rather less Much less 
would in your shoes? than most the same well well 
7 - felt on the whole you Better About Less well Much 
were doing things well? than usual the same than usual less well 
8 been satisfied with the way you've More About same Less satisfied Much 
carried out your task? satisfied as usual than usual less satisfied 
9 been able to feel warmth and Better About same Less well Much 
affection for those near to you? than usual as usual than usual less well 
10 - been finding it easy to get on with Better About same Less well Much 
other people? than usual as usual than usual less well 
11 - spent much time chatting with people? More time About same Less time Much less 
than usual as usual than usual than usual 
12 - felt that you ere playing a useful part More so Same Less useful Much less 
in thing,? than usual as usual than usual useful 
13 - felt capable of making decisions about More so Same Less so Much less 
things? than usual as usual than usual capable 
PLEASE TURN OVER 
HAVE YOU RECENTLY: 
14 - felt constantly under strain? Not 
at all 
15 - felt you couldn't overcome your Not 
difficulties? at all 
16 - been finding life a struggle all the time? Not 
at all 
17 - been able to enjoy your normal More so 
day-to-day activities? than usual 
18 - been taking things hard? Not 
at all 
19 - been getting scared or panicky for Not 
no good reason? at all 
20 
-
been able to face up to your problem.? More so 
than usual 
21 - found everything getting on top Not 
of you? at all 
22 - been feeling unhappy and depressed? Not 
at all 
23 - been lo.ing confidence in yourself? Not 
at all 
24 - been thinking of yourself a. a Not 
worthless person? at all 
25 - felt that life is entirely hopeless? Not 
at all 
26 - been feeling hopeful about your own More so 
future? than usual 
27 been feeling reasonably happy, .11 More so 
thing. considered? than usual 
28 - been feeling nervous and strung-up Not 
all the time? at all 
29 - felt that life isn't worth living? Not 
at all 
30 - found at times you couldn't do Not 
anything because your nerves were at all 
too bad? 
Published by The NFER-NELSON Publishing Company, 
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No more 
than usual 
No more 
than usual 
No more 
than usual 
Same 
as usual 
No more 
than usual 
No more 
than usual 
Same 
as usual 
No more 
than usual 
No more 
than usual 
No more 
than usual 
No more 
than usual 
No more 
than usual 
About same 
as usual 
About same 
as usual 
No more 
than usual 
No more 
than usual 
No more 
than usual 
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Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Less so Much less 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Less able Much less 
than usual able 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Less so Much less 
than usual hopeful 
Less so Much less 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Code: 4075034 
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PERSONAL REACTION INVENTORY 
Listed below are a number of statements concerning personal 
attitudes and traits. Read each item and decide whether the 
statement'is ~ or False as it p~rtains to you personally. 
(1) Before voting in an election, I thoroughly TRUE FALSE 
investigate the qualifications of all the 
candidates. 
(2) I never hesi ta te to go out of my '''ay to help TRUE FALSE 
someone in trouble. 
(3) It is sometimes hard for me to go on with my TRUE FALSE 
work if I am not encouraged ... 
(4) I have never intensely disliked anyone. TRUE FALSE 
. 
(5) On occasion I have had doubts about my ability TRUE FA.LSE 
to succeed in life • 
.. 
(6) I sometimes feel resentful when I don't get my TRUE FALSE 
own way. 
(7) I am always careful about ~he way in which I TRUE FALSE 
.dress. 
(8) My table manners at home are as good as when I ·TRUE FALSE 
eat out in a restaurant. 
(9) If I could get into the cinema without paying TRUE FALSE 
and be sure I was not seen, I would probably 
do it. 
(10) On a few occasions, I have given up doing 
something because I thought too little of my 
ability. 
. . 
(11) I like to gossip at times. 
(121 There have been times when I felt like 
rebelling against people in authority, even 
though I knew they were right. 
(13) No matter who I am talking to, I am always a 
good listener. 
(14) I can remember pretending to be ill to qet out 
of something. 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE' FALSE 
TRUE FALSI:: 
(15) There have been occasions when I took advantage TRUE, FALSE 
of someone. 
(16) I am always willing to admit it when I make a 
mistake. 
(17) I always try to practice what I preach. 
\~ 
TRUE FALSE 
TRUE FALSE 
Personal Reaction Inventory 
2/ 
• • 
(18) I don't,find it particularly cifficult to get TRUE FALSE 
along'·wl th loud-mouthed I obnoxious people. 
(19) I sometimes try to oet even with people rather TRUE FALSE 
than forgive and fo;get. 
(20) When I don't know something I don't at all mind TRUE FALSE 
admitting it. 
(21) I am alwavs polite, even to ~eople who are TRUE FALSE 
unpleasant. 
(22) At times, I have reallv insisted on having TRU~ FALSE 
things my own way. -
(23) There have been occasions when I felt like TRUE FALSE 
smashing things. 
(24) I would never think of lettir.c someone else be TRUE FALSE 
punished for my wrong-doings.~ 
, 
(25) I never resent being asked tc return a favour. TRUE FALSE 
(26) 'I' have never been irri ta ted ",,'hen people TRUE FALSE 
expressed ideas. very different from my own. 
(27) I never make a long car jourr.ey \ii thout TRUE FALSE 
checking the safety of the ca~ first. 
(28) There have been times when I was quite jealous TRUE FALSE 
of the good fortune of others . 
. " 
(29) I have almost never felt the urge to tell 
someone off. 
(30) 'r am sometimes irritated by people who ask 
favours of me. 
(31" I have never fel t that I was punished wi thout 
cause. 
(32) I sometimes think that when ~eople have a 
misfortune, they only get what they deserved. 
(33) I have never deliberately said something that 
hurt someone's feelings. 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE F~.LSE 
TRUE FALSE 
BECK AND SRIV ASTAV A STRESS INVENTORY 
IT IS IMPORTANT THAT YOU TRY TO ANSWER ALL THE QUESTIONS 
PARTB 
la Please describe a real event (other than an examination)which has occurred in 
the past month in your role as a student, which has been stressful to you. (Note: a 
stressful event is one which aroused your feelings in some negative way) 
1 b Please indicate in what way this incident was a problem for you? 
2 Please describe briefly how this incident made you feel and how you 
coped specifically with it? 
2 
Please circle the scores which best describe the way 
you felt about the incident in relation to EACH 
of the following objectives. 
To what 
extent did you aot at all .... tly qa ... very 
feel: 
Isolated I 2 3 .. 
Annoyed I 2 3 .. 
Frusuated I 2 3 .. 
Anxious 1 2 3 .. 
Powerleu I 2 3 .. 
Guilty I 2 3 .. 
Tense I 2 3 .. 
Dissatisfied I 2 3 .. 
Embarrassed I 2 3 .. 
Uncertain 1 2 3 .. 
Confused 1 2 3 .. 
Depressed I 2 3 .. 
Inadequate I 2 3 .. 
Overburdened I 2 3 .. 
Underutilised I 2 3 .. 
3 
Elttre_1y 
5 
5 
S 
S 
5 
5 
5 
5 
5 
5 
S 
5 
5 
5 
5 
PART II 
4 Below is list of items that may be associated with stress by students such as 
yourself. For each item please circle the rating that applies to YOU. 
ITEM NOT EXTREMElY 
STRESSFUL STRESSFUl. 
1 Amount of c1asswork I 2 3 4 ~ 
material to be learned 
2 Difficulty of classwork I 2 3 4 5 
material to be learned 
3 Examination and/or grades I 2 3 4 5 
4 Peer competition I 2 3 4 5 
5 AUitudcslexpcc:Wions of OCher I 2 3 4 5 
tl. professionalSIDWIIIds nursinl 
6 Long hours of study I 2 3 4 5 
7 Lack of free time I 2 3 4 5 
8 Colle,e response to student needs I 2 3 4 5 
9 Room mate relations I 2 3 4 5 
lO "Dating" relationships I 2 3 4 5 
11 Alcohol usage I 2 3 4 5 
12 Drug usage I 2 3 4 5 
13 Cigarette usage I 2 3 4 5 
14 Recoasiderationldoubts 8bout I 2 3 4 5 
I proper career choice 
15 Recoasiderationldoubts 8bout I 2 3 4 5 
Diploma educ:aIion as career 
16 Fear of failing in course I 2 3 4 5 
17 Financial responsibilities I 2 3 4 5 
18 ~M~eR~.~ I 4 5 
19 Pressures of child care I 2 3 4 5 
responsibilities 
20 Pressures due to poor work habits I 2 3 4 5 
21 Actual penooaI beaItb problems I 2 3 4 5 
22 Pbysic:al heaItb of ocher family I 2 3 4 5 
memben 
23 Relllionships with pannts I 2 3 4 5 
24 Other personal problems I 2 3 4 5 
4 
ITEM NOT 
STRESSFUL 
25 Atmosphere created in class 1 2 3 4 
26 Relations with teachers 1 2 3 4 
27 Relations with other 1 2 3 4 
professionals 
28 Too little responsibility 1 2 3 4 
29 Too much responsibility 1 2 3 4 
30 Lack of timely feedback 1 2 3 4 
about performance 
31 CopinS with death or Ulneu I 2 3 4 
ofa client 
32 T alkinS to clients about I 2 3 4 
personal problems 
33 Difficulty in findins I 2 3 4 
supportive role models in 
collese 
34 Inadequacy ofhousins 1 2 3 4 
arrangements 
35 Loneliness 1 2 3 4 
36 I 2 3 4 Sex-re!a~ prolJlems 
- -~ -- - - - -- - - --
The followins questions to be answered from your reflections on your clinical 
experience. 
ITEM NOT 
STRESSFUL 
37 Client care responsibilities 1 2 3 
38 Client attitudes towards me 1 2 3 
39 Client attitudes towards my I 2 3 
profession 
40 Atmosphere created by 1 2 3 
teachins staff 
41 Relations with staff in the I 2 3 
clinical an:a 
42 Feelings of inadequacy I 2 3 
related to clinical 
performance 
43 Differcnc:e in college and I 2 3 
_ ~_valucs ___ _ _ _ _ __ _ _ 
s 
4 
4 
4 
4 
4 
4 
4 
r 
EXTREMELY! 
STRESSFUL . 
5 
5 
5 ~ 
5 I: 
5 '1 
5 
5 
5 
5 
;, 
5 ;] 
s 
s 
EXTREMEL'I 
STRESSFUL 
5 
5 
5 
5 
5 
5 
5 
OTHER ITEMS; 
ACADEMIC 
ITEM NOT EXTREMELY 
STRESSFUL STRESSFUl. 
I I am not sun: what is 1 2 3 4 5 
expected of me 
2 The organisation of the 1 2 3 4 5 
course is an issue 
3 I am experiencins transport 1 2 3 4 5 
difficulties 
4 I cannot afford entertainmen 1 2 3 4 5 
5 My accomodation is too 1 2 3 4 5 
expensive 
6 I have no time for 1 2 3 4 5 
entertainment 
7 The course is affectins my 1 2 3 4 5 
private life , 
8 I do not have enough time fo 1 2 3 4 5 
my family 
9 I have too many things to do I 2 3 4 5 
-
RELATED TO PLACEMENTS 
ITEM NOT EXTREMELY 
STRESSFUL STRESSFUL 
I The pace of work is too fast 1 2 3 4 5 
2 I am not sun: of what is I 2 3 4 5 
expected of me 
3 I find relatins to difficult I 2 3 4 5 I patients an issue 
4 Exposure to death and dyins 1 2 3 4 5 1 is a problem 
5 I worry about making 1 2 3 4 5 
mistakes 
6 Placements are difficult to 1 2 3 4 5 
get to 
-
6 
5 Are there other things that you find stressful that are not included in the list 
above? If yes, please list and rate as above. 
6 Please describe briefly what you MOST like about your role as a student. 
Please feel free to write down any COIDIIIeDts about bow you felt about the 
questionnaire. 
7 
, 
~ 
q 
.. ...: 
:, 
7 Finally, would you tell us a little bit about yourself. 
a Age 
b Gender __ 
c Marital status 
Single 
Married 
Other 
d Number of children 
e Year in course 
f Branch of course 
Widowed 
Divorced/separated 
Average number of hours spent of course 
g Anticipated date of completion of course 
3 Do you have a diploma. or higher education qualification 
No 
Yes Please list 
4 Do you have a university degree? 
5 
6 
No 
Yes Please list 
Where are you presently living 
At home 
Away from home 
Please indicate where; 
in residence 
Sharing flat 
Boarding 
In flat alone 
Other (specify) 
Are you presently employed (in addition to this course) 
No 
Yes 
ii 
Please indicate where _____ _ 
Average number of 
hours per week 
8 
COPING STRATEGIES 
WAYS OF COPING QUESTIONNAIRE. 
How have you coped with stress:ful experiences in the past month? 
Read through the followina list of items. 
If when stressed you have used one of the following strategies please tick the 
item. Only ticlt the strategies which you actually used. 
ITEMS 
2 
3 
4 
5 
6 
7 
8 
9 
Talked to someone who could do something concrete about 
the problem. 
Oot professional help and did what they recommended. 
Asked someone you respected for advice and followed it. 
Made a plan of action aDd foUowed it. 
Just concentrated on what you bad to do next. 
Stood your ground aDd fought for what you wanted. 
Concentrated on something good that could come out of the 
whole thing. 
Cbansed something so things would turn out aU right. 
You knew what bad to be done, so you doubled your efforts 
and tried harder to make things work. 
10 Just took things one step at a time. 
II Wished you were a stronger pcrson- more optimistic 
and forceful. 
12 Wished that the situItioo would go away or be over with. 
9 
13 Wished that you could change what had happened. 
14 Tried to make yourself feel better by eating, drinking, 
smoking, taking medication. etc. 
15 Hoped a minor miracle would happen. 
16 
17 
18 
Felt bad that you could not avoid the problem. 
Daydreamed or imagined a better time or place than the one 
you were in. 
Wished that you could change the way you felt. 
19 Had fantasies or wished about the way things might tum out. 
20 Blamed yourself. 
21 Took it out on other people. 
22 
23 
24 
2S 
26 
27 
28 
29 
30 
Tried to forget the whole thing. 
Did not let it get to you: refused to think too much about it. 
Made light of the situation; did not get too serious about it. 
Went on as if nothing bad happened. 
Accepted the next best thing to what you wanted. 
You felt that time would make a diffcrcncc, the only thing 
to do was to wait. 
Tried not to act too hastily or follow your first hunch. 
Went along with fate; sometimes you just have bad luck. 
Talked to someone to find out more about the situation. 
31 Let your feelings out somehow. 
32 Talked to someone about how you were feeling. 
33 
34 
You went over the problem again and again in your mind 
to try to understand it. 
Ac:ccptcd sympathy and understanding from someone. 
10 
35 Made a promise to yourself that things would be different 
next time. 
36 Tried to make up to someone for the bad thing that happened. 
37 Told yourself things that helped you feel better. 
38 Waited to see what would happen. 
39 Thought about fantastic or umeal things that made 
you feel better 
40 Tried not to bum your bridges behind you. 
41 Rediscovered what is important in life. 
42 Carne up with a couple of different solutions to the problem. 
43 Criticised or lectured yourself 
44 Turned to work or a substitute activity to take your mind off 
things. 
II 
Please write down any comments about how you felt about the questionnaire. 
THANK YOU VERY MUCH FOR YOUR COOPERATION IN THIS STUDY 
12 
SELF-EVALUATION QUESTIONNAIRE 
Developed by Charles D. Spielberger 
ift coIlabotacioft .ilh 
R. L. Gorsuch. R. Lushcne. P. R. Van. and O. A. Jacobs 
STAr Form Y·l 
Name ___ --:-________________ Date ____ S_ 
Age ____ Sex:M_ F_ T_ 
DIRECfIONS: A number or statements which people have used to 
descn'be themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right or the statement to indi· 
cale how you reel right now, that is, al this moment~ There are no right 
or wronl answen. Do not spend too much time on anyone statement 
but live the answer which seems to describe your present (eeUnas best. 
I. I feel calm ...............................•................ ~. . CD (J) Q) Q) 
2. I feel secure ..........................•...................... CD (J) CD" Q) 
s. I ,m t~nse ................................................... (!) (I) (J) ® 
4. I feel strained ..............................................•. CD Q) CD Q) 
5. I feel al ease ........•........................................ CD CD CD Q) 
6. I feel u psel .•................................................ CD Q) CD Q) 
7. I am presently worrying over possible misfortunes ...... . . . . . . . . CD CD <D <t 
8. I feel satisfied ...............•................................ CD Q) <D € 
9. I feel frightened ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . (!) Q) <D cr 
1'0. I feel comfortable ............................................ CD CD Q) Q) 
11. I feel sclf-confldclll ........................................... CD (J) (J) Q) 
12. I feel nervous ................................................ fl) CI) CI) Cd) 
I S. I am jittery ...................................... I. • • • • • • • • • • • (J) CI) <I> Ci) 
14. I feel indecisive .... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (!) (J) (J) tit 
15. I am relaxed •........................•....................... CD Q) G) (i) 
16. I feel content 
17. I am worried 
................................................ 
................................................ 
. 
CD 
CD 
CD 
Q) 
G) 
<D 
18. 1 feel confused ............................................... (!) CI) (J) <i) 
19. I feel steady ..... . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . • . • . . . . . . • . CD (J) (J) Q) 
. 
20. I reel pleasant '. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (J) CJ) (J) (i) 
SELF·EVALUATION QUESTIONNAIRE 
" ST AI F.r .. y·t 
Name _____________________ Date ______ _ 
DIRECTIONS: A number of statements which people have used to 
descn"be themselves are aiven below. Read each statement and then ~ .,~~ 
blacken in the appropriate circle to the riaht of the statement to in· ~ ~ ..,,~ 
dicate how you ,tntra/I, feel There are no riaht or wrona answers. Do ~~" .., 
not spend too much time on anyone statement but ';ve the answer ~~?L o~ [(~ 
.. ~.A "'"'(, ~~ ".1.... 
which seems to describe how you ,eneraDy feel. or ...." • .,. 
21. I feel pleasant ................................•.•.••...•.•.... CD CD c» CD 
22. I feel nen'ous and restless .......................•..•.•......•• CD (J) ~ (i) 
25. I feel satisfied " .. ith m)'scIC ..................................... . 
24. I wish I could be as happy as others sec~ to be ................. CD CD ~. ® 
25. I feci like a failure ................... .. .. .. .. .. . .. .. .. .. .. .. . CD ¢ Q) 0 
26. I ~el rested . ~. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . CD (I) (I) (i) 
27. I am "(;alm, (;001. and collec:ted" .. .. .. . .. .. .. .. .. .. . . .. .. .. .. .. CD CD Q) 0 
28. I (eel that difficullies arc piling up so that J cannot o'"ercome them <D (J) ~ G> 
29. I worry too much over something that really doesn', matter .•.... CD CD ~ G) 
so. I am happy .................................................. CI) e CI) e 
, I. 1 have: dislurhing thuugllls ................................ .. .. <D CD ~ G> 
'2. I lad. sclf<cmfldcl1(;C • . . • . . . . . . . . . . . . . . . . . . • • . . •• . • . • • • . . • .. • •• CD ct (J) C 
SSe I feel secure ........................................... . . . . . . CI) CI) ~ Ci) 
,... I make decisions easil)' •...•.••............•....•....•.•.•..... CD (J) c» Q) 
. . 
'5. I feel inadequate .•.........•.............•......•••........•. CD CI) c» Q) 
S6. I am content ...............................•................. CJ) G> CJ) t> 
37. Some unimportant thought runs through m)' mind and bothen.me 
38. I take dis.1ppoinll11cnlS \() keenly thOit I can't put them out or my 
mind ........................................................ <!) ~ <I> 0 
'9. I am a steady ~rson ..................................... :... CD <D Q\ Q) 
40. I gel in a sta(c of tension or turmoil as I think over my recent conccms 
and interestS ... '" ............................................ . CD 
Date: 
\ 
IName: __________________ Marital Status: _____ Age: ____ Sex: ---_ Occupation: Eduoation: ______________________ __ 
IThis questionnaire consists of 21 groups of statements. After reading each group of statements carefully, 
,circle the number (0, 1, 2 or 3) next to the one statement in each group which best desoribes the way you 
1 lave been feeling the past week. inclucIiDg today. If several statements within a group seem to apply equally 
f.,lVell, cirole each one. Be sure to read all the statements In each group before making your choice. 
I 1 0 Idonotfeelsad. 8 0 I don'tfeeU am any worse than I I feel sad. anybody else. 
~I 2 I am sad all the time and I can't snap out of it. I am critical of myself for my weaknesses ~ 3 or mistakes. 
2 o 
2 
3 
o 
2 
3 
4 0 
2 
3 
5 0 
I am so sad or unhappy that I can't stand it. 2 I blame myself all the time for my faults. 
I am not partioularly discouraged about the 
future. 
I feel discouraged about the future. 
I feel I have nothing to look forward to. 
I feel that the future is hopeless and that 
things cannot improve. 
I do not feel like a failure. 
I feel I have failed more than the 
average person. 
As I look back on my life, all I can see is 
a lot of failures. 
I feel I am a complete failure as a person. 
I get as muoh satisfaction out of things as I 
used to. 
I don't enjoy things the way I used to. 
I don't get real satisfaction out of anything 
anymore. 
I am dissatisfied or bored with everything. 
I don't feel particularly guilty. 
I 
11 
3 I blame myself for everything bad 
that happens. 
o 
2 
3 
o 
2 
3 
I don't have any thoughts of killing myself. 
I have thoughts of killing myself, but I 
would not oarry them out. 
I would like to kill myself. 
I would kill myself if I had the chance. 
I don't ory any more than usual. 
I cry more now than I used to. 
I cry all the time now. 
I used to be able to cry, but now I can't ory 
even though I want to. 
11 0 I am no more irritated now than I ever am. 
I get annoyed or irritated more easily than 
I used to. 
2 I feel irritated all the time now. 
3 I don't get irritated at all by the things that 
used to irritate me. 
• 2 
I feel guilty a good part of the time . 
I feel quite guilty most of the time. 
I feel guilty all of the time. 
12 0 I have not lost interest in other people. 
I am less interested in other people than 
I used to be. I 
;1 
8 
I 
~ 
! 
! 
7 
I 
~1 
) 
I 
! 
3 
0 
2 
3 
0 
2 
3 
I don't feel I am being punished. 
I feel I may be punished. 
I expect to be punished. 
I feel I am being punished. 
I don't feel disappointed in myself. 
I am disappointed in myself. 
I am disgusted with myself. 
I hate myself. 
2 I have lost most of my interest in 
other people. 
3 I have lost all of my interest in other people. 
11 0 I make decisions about as well as 
I ever could. 
I put off making decisions more than 
I used to. 
2 I have greater difficulty in making 
decisions than before. 
3 I can't make decisions at all anymore. 
I CONTINUED ON BACK ______________________________________ ~~~S~u~b=to~tal~~~~l __________________ _ 
( 
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14 0 
2 
3 
15 0 
2 
3 
18 0 
2 
3 
17 0 
2 
3 
18 o 
2 
3 
I don't feel I look any worse than I used to. 
I am worried that I am looking old or 
unattractive. 
I feel that there are permanent changes 
in my appearance that make me look 
unattractive. 
I believe that I look ugly. 
I can work about as well as before. 
It takes an extra effort to get started at 
doing something. 
I have to push myself very hard to do 
anything. 
I can't do any work at all. 
I can sleep as well as usual. 
I don't sleep as well as I used to. 
I wake up 1·2 hours earlier than usual 
and find it hard to get back to sleep. 
I wake up several hours earlier than I 
used to and cannot get back to sleep. 
I don't get more tired. than usual. 
I get tired more easily than I used to. 
I get tired from doing almost anything. 
I am too tired to do anything. 
My appetite is no worse than usual. 
My appetite is not as good as it used to be. 
My appetite is much worse now. 
I have no appetite at all anymore. 
11 
20 
21 
0 I haven't lost much weight, if any, lately. 
I have lost more than 5 pounds. 
2 I have lost more than 10 pounds. 
3 I have lost more than 15 pounds. 
I am purposely trying to lose weight by 
eating less. Yes ~o 
I am no more worried about my health 0 
than usual. 
I am worried about physical problems 
such as aches and pains; or upset 
stomach; or constipation. 
2 I am very worried about physical 
problems and it's hard to think of 
much else. 
3 I am so worried about ~ical 
problems that I cannot about 
anything else. 
I have not noticed any recent Change 0 
in my interest in sex. 
I am less interested in sex than I used 
to be. 
2 I am much less interested in sex now. 
3 I have lost interest in sex completely. 
___ Subtotal Page 2 
___ Subtotal Page 1 
___ 'lbtal Score 
TPC 0528-002 21 22 23 24 25 26 27 28 29 30 BCD E 
--
Name: ________________________________ ___ Age: __ _ Sex: M F Date: 
1.0. No.: _____________ Location: _____________________________________________ _ 
Marital Status: Single _____ Married ____ Separated __ _ Widowed _____ Divorced ___ _ 
Education: Job Descriot ion ' 
INSTRUCTIONS 
Below are a series of statements that describe the way some people feel about themselves. Please read each 
~ statement carefully and select one of the numbered descriptors below to indicate the extent to which the 
statement is true of you. Consider yourself as you typically behave or feel , and place the descriptor number in the 
open block to the right of the statement. If you change your mind, erase your first selection completely. If you have 
any questions, ask the technician. 
~ I 
DESCRIPTORS: 
1. I feel there is never enough t ime 
to get things done . . ........................ . 
2. I rarely have feelings of being 
trapped or caught in life .............. . ..... . 
3. I feel rules were made to be broken. 
4. I take some time out almost 
every day just to relax. ... ................ . 
5. I laugh easily. . ..................... . ....... . 
6. My job provides me many opportunities for 
challenging and satisfying activities . . .. .. . . . . 
7. When I am on vacation with my family 
I don't have as much fun as I think I should. 
8. I get into frequent arguments. . .. . .......... . 
9. I rarely feel tense and under pressure ....... . 
10. I rarely exercise. . ........................... . 
11 . I feel no interest in things. . ............ . .... . 
12. I would like to be with my family more, but 
I I can never seem to find the time .... . ..... . .. 
13. I never worry about being a "workaholic." .... , 
14. I believe that if you don't beat the other guy 
to the punch, he will beat you . ............. . , 
I 
15. I never sit still for very long. ........... . ..... . 
A 16. I am not very good at telling funny 
I stories or jokes. . ................... . ..... . .. . 
17. I get great pleasure from 
the people I work with. . ..................... . 
klpYRIGHT© 19ao BY LEONARD R. DEROGATIS. PH.D. 
4 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
0 
0 
0 
0 
o 
o 
o = Not at all true of me 
1 = Slightly true of me 
2 = Moderately true of me 
3 = Very true of. me 
4 ' Extremely true of me 
18. I have a satisfying sex life. 
19. I have no problems with 
control of my temper. . ...................... . 
20. I am usually worried about something ....... . 
21 . I smoke too much. . ................ . ........ . 
22. I rarely feel lonely. 
23. When I eat, I usually take my time. 
24. I frequently say I am going to spend 
o 
o 
o 
o 
o 
o 
~~S~~i~b~eo~~~.r.k.' b. ~~ .I .~on ' t .~~~~ . . . . . . . . . . .. D 
25. Most things I do I see as a challenge. ....... 0 
26. I am not very interested in hobbies or sports. ... 0 
27. I seem to be more focused on the future 
than the present. ............................. D 
28. My ful l range of talents are not 
utilized on my job. ............ .. .............. 0 
29. I have a good relat ionsh ip with my wife! 
husband (or unmarried partner) ........... .. . . o 
. .. D 
o 
30. Sometimes I just feel like hitting somebody. 
31 . I rarely feel nervous or uptight. .............. . 
32. I am in good physical shape . 
33. I sometimes have feelings 
of worthlessness ... .. ....................... . 
34. I rarely feel pressed for time ..... . ........... . 
o 
o 
o 
PAGE ONE 
PLEASE CONTINUE ON OTHER SIDE ~ 
DESCRIPTORS: 
35. The more things I achieve in life the less 
I seem to enjoy them. .............. . ....... . 
36. I tend to be impatient. . . ................... . 
37. I sometimes just " tune out" of work and 
get involved in other things .................. . 
38. Sex is an important part of life for me. . ..... . 
39. I am frequently frustrated in my work ........ . 
40. Interacting with my family and friends is 
a great source of enjoyment for me . ...... . 
41 . I rarely have angry thoughts about people ..... 
42. When I know I have something unpleasant 
to do I worry about it for a long time . ....... . 
43. I don't take antacids for heartburn or gas. . .. 
44. I usually have plenty of energy. . . . . . . . . . . . . . . 
45. I enjoy being under pressure and doing 
a good job on many projects 
at the same time. .............. . ............ . 
46. I really look forward to my vacations. . ...... . 
47. I make a serious effort to ach ieve a balance 
between work and fun, .... . ................ . 
48. It is not difficult for me 
to unwind c:.fter work ................... . ..... . 
49. I really believe it is lonely at the top. 
50. Do ing my job gives me 
a good feeling about myself. 
51 . I have a good balance between family 
activities and work activities .......... , ...... . 
52. I get easily annoyed or irritated. . ........... . 
53. I frequently have the feeling that something 
bad is going to happen to me. . .......... . .. . 
54. I believe having good health is 
more important than anything. 
55. Sometimes I feel hopeless about the future. 
56. When I am driving the car, 
I almost never rush through traffic. 
o 
o 
o 
D 
D 
0 
0 
0 
0 
0 
o 
o 
D 
D 
D 
D 
o 
D 
D 
D 
D 
D 
o Not at all true of me 
1 Slightly true of me 
2 Moderately true of me 
3 Very true of me 
4 Extremely true of me 
57. Every day I must get something tangible 
accomplished or I don't feel 
good about myself .. , .. , ..................... . 
58. I feel the most Important thing in life 
is that you achieve something with It. .... . . . . 
59. The idea of meditation or relaxation training 
has not had much appeal for me. . .......... . 
60. I believe you can get a lot of help from 
others in getting the job done in life ......... . 
61 . There are significant parts of my job 
that are frankly dull and bOring, , ... , ........ . 
62. I don't interact much with 
friends or neighbors. , .............. .. ,., .... . 
63. I rarely clench my fists du ring conversation . 
64. I rarely let things get me anxious or tense 
because I know they always 
get worked out somehow, ......... . .. , ...... . 
65. I am very careful about my diet. 
.............. 
66. I sometimes have thoughts 
of ending my life. ' ............ ' .... , . .. ,. , . 
67, When I have an appointment I rarely arrive 
late or at the last minute, ..... " . ... , .. , ..... 
68. Once I get started on a project, I don't like 
to stop until I am finished ..... ,. 
69, I believe competition builds character 
and IS good for you .. , ... ,." .. , .. , . , ........ . 
70, I have trouble relaxing ". , 
. .............. . 
71 , I believe life is a struggle and you don't 
get anything for free out of it. ... , ... , .. , . . ... 
72, When I wake up in the morning, I really 
look forward to going to work, , .............. . 
73. I really enjoy going to parties 
and meeting people. . ....... , 
............. . . 
74, If someone expresses a stupid idea, 
I rarely publicly disagree .... ,. , .. , ......... . 
75. Sometimes I feel tense and anxious 
for no apparent reason, .... , ..... ,." ...... . 
76. I take tranquilizers to relax or sleep, 
77. I rarely blame myself unduly for 
things that go wrong. , , . ..... . . , . .......... . . . 
Please indicate what you believe your current level of stress to be by placing an " X " on the line below. 
oj 
o ~ { 
0 / 
o ! 
\ 0/ 
O( 
o 
01 
o 
o 
o 
0 ' I 
O ~ 01 
o i 
o 
o 
.. 
0 1 
o 
0 1 
0' 
• • Totally Free of Stress Extremely Highly StresseO 
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21 a. In the long run the bid thinp that happen to US .... bIIant'ed by the pod 
ones. 
b. Most misfortunes .... the ...wt 01 lack of ability, lparanee, 1azineIe, or all 
three. 
22 a. With enough effort we Qft wipe out political corruption. 
b. It is difficult for people to haw much control OY. the thin. poUtIdaM do in 
office. 
23 a. Sometimes I QMOt undentand bow -.:hen arrive at the ... __ they "ve. 
b. There lIa direct connec:tion bet-.n how hard I study ad the ...... 1 set-
24 a. A good leader expedI people to deddt for themMifti whit they Ihould do. 
b. A good leader makes it deu to eftrybociy what their joI» are. 
25 a. Moany times I feel that I have little Influence OYer the thJnp that happen to 
me. 
b. It is impoMlble for me to beIiew that chance or Iudt playa a important role 
in my life. 
26 a. People are lonely bealuse they don't try to be friendly. 
b. There's not much use In tryinl too hard to pIeue people, if they Wee you. 
theyUbyou. 
27 a. There is too much emphaM on athletics in hip scbooI. 
b. Team sports are an excellent way to build characteI'. 
28 a. What happens to me it my own doin& 
b. Sometimes I feel that I don't haw enough control OWl' the direction my Ufe Is 
taking. 
2CJ a. Most of the time I can't uncSent..S why poUtIdIN beMw the w.y they do. 
b. In tlw lonl run the .,.... .... retpoMIbW for bed ~. Oft a national 
•• wella. on alocalleYeL 
't 
INSUUCDONS 
This II a questionnaire to find out the way in which certain important events 
in our society affect different people. Each Item consists of • pair of 
altematives lettered a or b. Please select the one statement of each pair (and 
only one) which you more strongly believe to be the case as far as you are 
concerned. Be sure to select the one you actually believe to be more true 
rather than the one you think you should chooee, or the one you would lib to 
be true. Thll is a measure of penonal belief: obviously there are no right or 
wrong answers. 
Your answers to the items on tht. inventory are to be recorded on a separate 
answer sheet which is loosely attached to this booklet 
REMOVE THIS ANSWER SHEET NOW. 
Print your name and any other information requested on the answer sheet, 
then finish reading these directions. Do not open the booklet until you are 
instructed to do so. 
Plea. answer these items carefuny but do not spend too much time on any 
one item. Be sure to find an answer for every choice. And the number of the 
item on the answer sheet and black in the box beside either "a" or "b" 
depending on which you choose as the more true statement. 
In some inatances you may discover that you believe both .tatements or 
neither one. In such cues, be sure to .led the one you more strongly believe 
to be the case as far a. you are concerned. Also try to respond to each item 
independently when making your choice; do not be influenced by your 
previOUS choices. 
I. t.t. 
1 a. Children 8ft Into trouble ....... their peNn .. punJlh them too mudt. 
b. The b'OUbIe with molt ddIcInn nowadaY''' that theJr puen .. an too_y 
withtMn. 
2 I. Many of the unhappy thinp in people'. Uva are partly due to bIId luck. 
b. People', mitIortunft rault from the miMabs they make. 
3 a. One of the major I"NIOI\S why we have wa ... is because people don't take 
ntough Intereat In politics. 
b. There wW alwaY' be wa,., no matter how hard people try to prevent thftft. 
"". In tM long run people set the raped they deserve in this world. 
b. Unfortunately, an Indlvldual'. worth often palMS unrecogniIed no matter 
how hard he tria 
5 a. The idea that tHchen are unfair to studfttlS in noNeNe. 
b. Most lNdenlS don' t ....u. the extent to which their gradet are Influenced 
by acddental happeninp. 
6.. Without the right breab one CIInnot be an effective leader. 
b. Capable .,.apI. who faU to berome 1_«1 have not Uknt advantap of their 
opportunities. 
1 a. No matter how hard you try lOIN people just don't like you. 
b. People who can't get others to like them don't underttand how to get along 
withothen. 
8 a. Heredity pia,. the major role in dtterminlng what they're lib. 
b. It is OM" experieft(8 in W. which determine what they're like. 
9 a. I have often found that what Is going to happnt wW happen. 
b. Trustins to fate hat never turned out .. well for me as making a dedtlon to 
take a definite course of action. 
10 a. In the case of the well prepared student there is rarely If ever such a thing as 
an unfair tesl 
b. Many times exam questions tend to be 10 unrelated to course work that 
studying I, really \IIe_ 
"2-
1 J •• B«omIng. IUC'CeIIIs I matter of hard work. luck hu little or nothing 10 do 
with It. 
b. GettIn.a pod Job depend' mainly on being In the right pllce It the right 
time. 
12 a. The avera .. ddzen can have an influence in sovernmntt decisionli. 
b. ThIs world Is run by the few people In poww, and there i, not much thr lini .. 
guy can do about It. 
13 a. When I mab plana. I am almc»t certain that I can make them work. 
b. It ill not always wille to plan IlOo far ahNd .ause many things tum (lut to 
be a matter of Kood or b"d fortww anyhow. 
14 a. There are certain people who are just no good. 
b. There Is 101M good In everybody. 
15 a. In my caM ptting what I want hat little or nothing to do with luck. 
b. Many timft we might just II weD decide what to do by flipping a coin. 
16 a. Who pia 10 be the boss often depntds upon who was lucky enough to be in 
the right pIIIce flnt. 
b. Getting people to do the right thing depends upon ability. luck has little or 
nothing to do with it. 
11 a. A. far .. world affairs are concerned. most of us are the victims of forces we 
can neither undenUnd, nor control. 
b. By taklng_n active part in political and social affairs the people can control 
world evntlS. 
18 a. MOlt people don't ralile the extent to which their lives are controlled by 
acddental happenings. 
b. There is really no such thing .. "luck". 
19 a. One should alwa,. be willing to admit mistakes. 
b. It is usually best to rover up one's mistakes. 
20.. It ia hard to know whether or not I person really likes you. 
b. How many fritndI you have dependl upon how nice I penon you are. 
1 
ANSWER SHEET 
Name.................................................... aass ......... I ••••••••••••••••••••••••••••••••• ~. 
Date ...................................................... . 
. 
Select one statement per pair. Shade in the box of the item in each pair which 
you believe to be the case as far as you are concerned. 
1 a·O b 0 16 a·D bO 
2 a·O b 0 17 a. 0 b 0 
3 a·O b 0 18 a. 0 b 0 
4 a·O b 0 19 a. 0 bD 
5 a.O b 0 20 a. 0 bD 
6 a·O b 0 21 a. 0 b 0 
7 a·D b 0 22 a·O bD 
8 a.O b D 23 a. 0 bD 
9 a.D b 0 24 a. D bD 
10 a.O b D' 25 a. [J bO 
11 a·O b 0 26 a. 0 bO 
12 a·D bD rl •. 0 bO 
13 a.D b 0 28 "D bO 
14 a·O bD 29 a. 0 bO 
15 a·D bD 
10. Appendix 2 
10.1 Student Nurse Stress Index 
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Student Nurse Stress Index: 
Below is list of items that may be associated with stress by students such as yourself. 
Think of real events which have occurred in the past month in your role as a student. For each item 
please circle the rating that applies to YOU. Answer all 22 items. 
ITEM NOT EXTREMELY 
STRESSFUL STRESSFUL 
1 Amount of classwork 1 2 3 4 5 
material to be learned 
2 Difficulty of classwork 1 2 3 4 5 
material to be learned 
3 Examination and/or grades 1 2 3 4 5 
4 Peer competition 1 2 3 4 5 
5 Attitudes/expectations of other I 2 3 4 5 
professionals towards nursing 
6 Lack of free time 1 2 3 4 5 
7 College/School response to 1 2 3 4 5 
student needs 
8 Fear off ailing in course I 2 3 4 5 
9 Actual personal health problems 1 2 3 4 5 
10 Physical health of other family 1 2 3 4 5 
members 
11 Relationships with parents 1 2 3 4 5 
12 Other personal problems 1 2 3 4 5 
13 Relations with other 1 2 3 4 5 
professionals 
14 Too much responsibility 1 2 3 4 5 
IS Lack oftimely feedback about 1 2 3 4 5 
performance 
Answer the following questions from your reflections on your clinical experience: 
ITEM NOT EXTREMELY 
STRESSFUL STRESSFUL 
16 Client attitudes towards me 1 2 3 4 5 
17 Client attitudes towards my 1 2 3 4 5 
profession 
18 Atmosphere created by teaching 1 2 3 4 5 
staff 
19 Relations with staff in the 1 2 3 4 5 
clinical area 
Other academic and related items: 
ITEM NOT EXTREMELY 
STRESSFUL STRESSFUL 
20 I am not sure what is expected 1 2 3 4 5 
of me 
21 I have no time for entertainment 1 2 3 4 5 
22 I do not have enough time for 1 2 3 4 5 
my family 
Scorinl: instructions for Student Nurse Stress Index (S,N,S,I,) 
The S.N.S.1. has a four factor structure (Jones & Johnston, 1997), with "Academic loatl', "Clinical 
concerns", "Personal problems" and "Interface worries" as underlying variables. 
Evidence regarding the factor congruence across independent data sets, and the reliability and validity 
of the measure can be obtained from Martyn Jones (m.c.jones@dundee.ac.uk). 
The S.N.S.1. subscale and total scores are calculated using the unit weighting method of scoring. 
$,N,$,I, Total 
Sum scores on items 1-22 to give an overall total, ranging from 22 to 110. 
"Academic load" 
Sum scores on items 1,2,3, 8, 14, 18, 19,20 to give a subscale total ranging from 8 to 40. 
"Clinical concerns" 
Sum scores on items 12, 13, 14, 16, 17, 18, 19,20 to give a subscale total ranging from 8 to 40. 
"Personal problems" 
Sum scores on items 9, 10, 11, 12, 13,20 to give a subscale total ranging from 6 to 30. 
"Intedace worries" 
Sum scores on items 4, 5, 6, 7, 13, 15, 21, 22 to give a subscale total ranging from 8 to 40. 
DO NOT SUM SUBSCALE SCORES TO OBTAIN 
AN OVERALL S.N.S.I. TOTAL. 
ConfIrmatory factor analysis shows that S.N.S.1. has a less simple factor structure, with several 
variables loading onto more than one factor, contact Martyn Jones for more details. 
N.B. Following validation of the measure, the administration of the S.N.S.1. alongside a measure of 
social desirability, e.g. (Crown & Marlowe, 1960), is recommended particularly in named 
reporting conditions. 
MCJNov 1997 
11. Appendix 3 
11. 1 Stress reduction/management materials. 
11.1.1 Session 1 
11.1.2 Session 2 
11.1.3 Session 3 
11.1.4 Session 4 
11.1.5 Session 5 
11.1.6 Study skills 
11.1.7 Session 6 
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LESSON PLAN 
I1ILE; Stna MiI ...... t for Stadeat N ..... : (Week_>-
SlreIIIDiIIreu definiIioaa. 
TARGET: ExperimenlBl puticiplnll 
Activity, Discunive, Expository MWlE& 
A1MS& To imroduce IIUdeat to tile __ ofworlclhopl, IIId Ihe IMIhocIa of lima 
........... tobe KqUind. 
LEARNING QUTCOMt'}i; 
Allhe end of the _ion (inc:luclina pnctice) IIUdeat will be able fIJI have bad Ihe opportunity to; 
2 
3 
4 
S 
6 
7 
Provide. dermition ohue. BIId diItrea. 
To dilc:usl with Ihe pvup c:ommon __ of ...... !be c: .... 
To identify elemenll of !be c:oune _iIfecI with diItrea. 
To describe I)'IIIptoms of diltraa. 
To expcrienc:e 2 simple breBlbina ....... 
To lam • progressive muxullr rclalltion proc:edurc. 
To monitor Ihe student's own distrcD I)'IIIpfOI\U. 
Sowg:ca of ........ ' 
Pl. Course objec:tives derived fiom Sc:baf'er, (1992), IIId Jobaston, (1917). 
PS. Kinty sc:enario ~ fiom Sc:baf'er, (1992, p401). 
P6. Def'mitionsofllnal,(Schafer,I992,p9), 
P7. Definitions of distrcD (SdIafer, 1992, pi"). 
PI. Symptoms ofdillrca'COIII of ......... from Sc:bafer, (1992, pl4-IS). 
P9/10. ~& IIreII, ~ fiom Sc:bIfer, (1992, P 32-33). 
PIO. ReIaution 1'IlionaIe,IIdIIpfIICI from 0It, (1917) BIId JobnsIoa, (1917). 
P II f 12. Proarcssive rclaution insIructioas IdIpfed from JoIIIIItaa, (1917). 
PI3. Breathina eurc:ises, Ex 9.119.5 Scbafer, (1992, p29S-296). 
PI... DisIrcsa I)'IIIptonI sc:8Ie, Ex 4.414.5 Sc:bafer, (1992, pi 13-1 IS). 
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S'I'RESS 
MANAGEMENT 
WEEK 
ONE 
StresslDistress ,j 
I 
I' H 
Definitions 
2 
AIMS OF THE COURSE 
The overall aim of this series of worbbops is IUd to enable you to eliminate stress 
from your life, but to enable you to lIWIIIIe StIeIS successfully. 
At the end of these sessions you will be able to COIlIroI the strcssors which you 
encounter everyday. so that the straI you experience turns into hannful distress as 
infrequently. and as briefly as possible. 
By learning to use a rauge of relaxation and copina strategies, you will learn to 
manage your stress effectively and so to enhance your IICIIIe of wellbeing. 
OBJECTIVES OF THE 
COURSE 
We will work towards the followin& targets of stress IIWIIIgcment. 
Following the 6 sessions you will be able to; 
2 
3 
4 
s 
Anticipate, monitor and reguIatc SIreSIOn as far as possible. 
Be aware of and control your interpretations of stress. 
Practice daily relaXation, belancing the stress response with recovery and 
relaxation. 
Use mental and physical on-tbe-spot tension reducers to control arousal when 
confronted with threatening BIressOrs. 
Practice regular exercise, eat well, and get adequate sleep in order to build 
stress resistance and to prevent BIress build up. 
6 RecogniiJe early warning signs of mental and physical discress. 
7 Develop strategies to COIdroI BIress in performance situations. 
8 Usc coascructive taCtions to cIisbas when it occurs to reduce discress, rather 
than desbuctive ractioas wbidl bciaflten disIn:sI. 
3 
CONTENT OF THE COURSE 
Over the next 6 weeks we will teach you the following strategies to enable you to 
cope more effectively. 
Sessions 1-6 
APPLIED RELAXATION -through 8116 sessions. 
Session 1 
STRESSIDISTRESS- DEFINITIONS 
Session 2 
THE COPING PROCESS 
AND PROBLEM SOLVING 
Session 3 
COGNITIVE STRATEGIES 
Session 4 
SELF MANAGEMENTIHEAL TH BUFFERS 
Session 5 
STRATEGIES FOR THE STUDENT IN 
mOHER EDUCATION 1 
Session 6 
STRATEGIES FOR THE STUDENT IN 
mGHER EDUCATION 2 
4 
KIRs'rv 
Kirsty is a 18 year old woman who hIlS come to the college from school. She is living 
in residences, and is coming to terms with living away from home, and with 
managing her own finances. Kinty baa been moved on a regular basis around 
Tayside as her placements have demanded. She hIlS a part time job, and a boyfriend 
who visits at weekends. 
Kirsty copes well most of the time. but there have been several instances in the past 
few months in response to academic and to clinical demands which have caused her 
10 feel under pressure, and 10 feel S1IeSIed. 
Kirsty's mounting tension hIlS become apparent to many of her colleagues/friends in 
the College, and to herself. Her hImds have trembled, stomach has churned, her 
shoulders have become tense, and she has suffered from aches and pains and Uequcnt 
headaches. She has felt tense and edgy on a regular bais, and hIlS felt increasingly 
depressed, and isolated. 
Kirsty has found herself unable to ~ recently on her studies, has been 
finding difficulty in sleeping, and has been having difficulty in getting on with 
people. Kirsty has been takina things bard recently, and has been losing confidence in 
herself. She has began to worry about making mistakes in the clinical setting. and 
has had more days off sick in. the last few months. 
b dais lCeDario a familiar ODe to yo.? 
Do yoa recopIIe ........... prob ..... iD yoanell or ia 
eolleapa? 
Kirsty is suffering the emotional, physical, cognitive and behavioural 
symptoms of 
too much stress. 
WIIat CD .1Ie do to IaeIp ...... to witIa 10 .. of tile problemsille is 
fadq? 
• Hew .... t KintJ cepe ..... ......., 
5 
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STRESS AND DISTRESS 
DEFlNmONS- STRf.SS 
.. St .... "aro ... ' of .'.d .. d body in respoue to dcmands 
.. ade upon t .... ". 
"A streuor .. a.y dcmand on .. ind or body". 
Kirsty desc:ribes her life ... series of responses to IlressfUl events and to changes. She is constantly 
dealina ad interaetin& wilh IIresI and stresson. MOIl of the time she responds and adapts to stress 
and suffers no iII-effects. However some of the time her emotional and physical responses (or arousal) 
to • prolongucd SIresIOI', may tum an experience from • challenging (if stressful) situation. into a 
dillressing situation. 
Here is • list of the types of stressor, or IIress biggers, which you or Kirsty might encounter in 
everyday life widt the Collep. 
As • class your soun:es of IIress are; 
AUGUST 93 EEBRUARY23 
I Examination and/or grades I Fear of failing in course 
2 Fear offailing in c:oune 2 Examinations +/or grades 
3 Amount of clasaworlanaterial to be 3 Financial responsiblities 
learned 4 Amount of classwork to be learned 
4 Difficulty of classworlanaterial to be S Pressure due 10 poor work habits 
1earned 6 Difficulty of dasswork 
S Financial responsibilities 7 Lack of free time 
6 Long hours of study 8 Long hours of study 
7 Pressures of child care responsibilities 9 Difference in College and ward 
8 Lack of free time values(C) 
9 Pressures of marriaae relationship 10 College response to student needs 
10 College response to student needs II Feelings of inadequacy related to 
11 Coping with death or illness of. clinical performance (C) 
client 12 Other personal problems 
12 Too much responsibility 13 Coping with death ofa client 
13 Feelings of inadequacy related to 14 Inadequacy of housing 
clinical perfOl'llUlllCC arrangements 
14 10Idequacy of housing arrangements IS Attitudes of other professions 
IS Attitudes/expectations of other towards nursing 
professionals towards nursing 16 Lack of timely feedback about 
16 Lack of timely feedbaclt about perfomanc:e 
perfOl'llUlllCC 17 DiffICUlty in finding supportive 
17 Other personal problems role models in College 
18 Physical health of other family 11 Relations with staff in clinical 
members area(C) 
19 Cipmte usage 19 Atmosphere createdby teaching 
20 Pressures clue to poor wort habits staff (C) 
20 Physical health of other family 
members 
--
6 
It is important to note here that the demands themselves do not cause any hann, rather 
it is our interpretation of the demands that causes 0lB' difficulties with stress (i.e. our 
distress). 
Q: How does dais Rlate to Kin.,., To yoa? Wlaat are the lOaftel ofyoar 
1traI? Are a.y oldae above tte.. auodated with dlstreu? 
FEBRUARY 93 CLASS 
I AkohoI ..... 
2 Far of fallin& 
3 Relltionlhipl wiIb .... 
4 0Iher~~ 
S LoaelineR 
6 InIIdequKy ofboulina.-napments 
7 LKk of free time 
8 PrasureI due to poor wad; bIIbib 
9 o.tina rellltionlhipi 
10 LKk of timely f'eecIbKk Ibout perf_ 
I1 EumiMdonllpwlel 
12 CoIJeae rapGIII8 tOitudent needs 
13 Finlnc:ia1 responsibllitiel 
14 Room illite relldionl 
I S Long houn of IIUd)' 
16 Doubls Ibout diploma educIrloa •• career 
pepaillioa 
17 AImOIpbere c:raIiId ia c_ 
18 Actual penonaI heaIdI problems 
19 Drug usaae 
20 Difficulty of cta.work ....w to be IeImed 
,,...,,,....."" wUIa 4Wrw" 'cbrgn 93 cIw 
Getting a mark beck from an essay is not in itself a stressful situation. Our perception 
of this as a potentially threateniD& event makes it SIraSfuI. 
DQINITIONS: Dl5T8f!iS 
Stress whic:h results from under or over stimulation is called DISTRESS. 
·'A diltreaor • ..,. ...... 1"IRIti8c ........ to .wad or to body". 
"AdiIti .. r .......................... ,...... ....... tedle INNIJ" 
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Events are not inherently distressing, events only become distressing when they arc 
interpreted as such. 
Symptoms of djstress 
You may recognise some of the warning signs of distress 
Trembling hands 
Stomach chmning 
Tight shoulders 
Sore lower back 
Edginess 
Anxiety 
Depression 
Poor concentration 
Fuzzy thinking 
Accelerated speech 
Irritability 
Short temperedness 
The symptoms of distress can be described in the following categories, i.e. emotional 
diltreu, (Anxiety, Depression, Anger, Fear, Sadness, Frustration), cognitive distress 
( difficulty in thinking clearly and an inability to concentrate), bebavioural distress 
(resulting directly from internal tension, e.g irritabiility, or behaviours directed at 
reducing physical and mental anguish) and pbYlal diltreu symptoms (dryness of 
the mouth, pounding heart). 
Emotional and physical distress symptoms tend to feed from each other, with one 
fuelling the other. 
Minor distress signals serve as useful warning signs when we listen to them and 
respond constructively. If these symptoms are not listened to, or monitored, then 
these symptoms may twn into illnesses requiring medical attention. Examples of sueh 
stress related illnesses include, migraine headaches, tension headaches, psoriasis, 
lower back pain, high blood pressure and panic attacks. 
DISTRESS IS SOMETHING TO AVOID 
AT ALL TIMES 
COlD .1 diltrea 
The cost of stress does not stop with the individual. The negative effects of stress 
affect all aspects of a person's life, at home, at work and in our significant 
relationships. 
8 
Problem. at home aDd iD tile workplace .. elade: 
AT HOME 
Tension in the air, open conflict, physical and psychological abuse, low self esteem of 
others in the family, inanentivenea to the emotional and physical needs of others may 
all result when you become distressed 
IN THE WORK PLACE 
Lowered productivity, abseateeism, geacral dissatisfaction, high turnover of staff, 
contlict and illness can be the rauJt of distress at wortc. 
Q: Is Kinty .a«erial fro .. tile I)'IIlptoDII of dlltreu? Are yoa DOW, or laave 
YOII iD tile put •• «end frHl tile 1)'Dl...... of dlltreu? 
MANAGING 
STRESS 
Through the 6 ___ you will '-'t 10 become aood ~ \UIIIIIIS IIId 10 clewIop a _ of llelf 
efficacy IIId CODtIOI. You wiD ........ die followin&: 
INTERNAL CONTROL 
Good copen believe thII they n ill COIIIIOI.ad thII!heir 8CIions QII dIInp or affect their 
en~ 1bIy .... diftIcuIty iato dJIlIeap. 
SOCIAL SUPPORT 
The suppon of fiieadI, r-lly. ~ aetworb _ help 111 cope willi difficult 1ituIIionI. 
PHYSICAL CARE 
Effective IInIIIllllllpl"lIIIke QIe or 1IMmIeheI.ad eurciIe 011 a replar bail. If you feel thII you 
do IICIC line lillie IOdnaee 1010 ..... 314 .... a .... dial _ is ........ mIke.,-1O do 
....., .... 
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INTERPRETATION OF EVENTS 
If we see the world in a positive way then the chances are that we will be less threatened by our 
environment and we will cope more effectively. You should pm:eive younelf as being competant 
and in control, with diffICult times as a challenge, rather than as a threat. 
REACTIONS TO DISTRESS 
Good stress manaaen react 10 distress in adaptive rather than destructive ways. They react 
cons1nICtively 10 distress instNd of adding to their distress by their own actions. 
Relaxation 
Ratjonale for "applied reluatjon" 
By teaching you how to induce the relaxation response you will be able to experience 
the physical and emotional responses which are the opposite of the "fight or flight" 
response. 
The method of relaxation which you will learn is called "applied relaxation". The 
aim of this techDiquc is to learn the skill of relaxation, and apply it in practically any 
situation. 
Using this method you will learn to relax in 20-30 seconds, counteracting and coping 
with the physiological reactions which you experience in stressful situations. 
Applied relaxation is a skill that most people can acquire with the right instructions 
and a lot of practice. It can be used in a wide variety of situations. 
We will also teach you the techniques of deep relaxation which can be carried out on 
a daily basis. Research has also shown that deep relaxation produced once or twice a 
day can have significant positive effects on the health status of a person. 
Relaxation training will enable you to identify, to cope with and to control stressful 
situations. 
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PROGRESSIVE MUSCJJLAR REI/AXAIION: 
There are S elemen .. oCthe Tensioa-releae c,cJe; 
2 
3 
4 
s 
Focus; FOCUS IItentioII 011 the mUlde poup. Continue to 
breathe slowly ... deeply. 
T_; As you bnedIe in TENSE the muscle poup. 
Hold; MUnain the ... Ioa for • ptriod, HOLD for' __ . 
Study the feel .... or ..... wblcJt have buih up in your muscles. 
Which J*l of)'Olll' body _ atrectecI by the tensloa? 
Re1eue; Say the word "HLAX" before you lilt 10. RELEASE the tension 
in the muscle poup. as you bnedIe out. 
Relax; Focus aaendoa 011 die IeaIna 10 offenlion, ... 
fiarther RELAXATION of the muscle IJ'OUPI. 
MUscLE GROI1PS.IB_' curcIw tJrIm Igr wb ... P'P'P) 
2 
3 
4 
Press your feet down, away from your body. and point your toes 
towards the floor. 
[ - T_ up. you breathe in 
Hold the teasion 
!ben Relall • you breathe out. 
Pull your toes and feet up towards your body. 
T_ up. you -!RIche in 
Hold the teasion 
!hell RaIn • you breathe out. 
Tense the mUICics in your calves. 
T_ up • you breaIbe ill 
Hold the IaIIioa 
!ben Relall. you .1nIIthe;.out.=:....-____ .....J 
Tense the mUlClcs in your thighs. makiD& your Iep stiff and straight. 
T_ up. you InaIbe ill 
..... the feDIion 
thea ReIaJ: • you bnedIe out 
11 
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7 
8 
9 
10 
Make the muscles in your buttocks tighten. 
Teale up .. you breathe in 
Hold the tenliOll 
then Rein .. YOU breathe out. 
Pull your stomach muscles in. 
Teale up .. you breathe in 
Hold the tension 
then Rein .. you breathe out. 
Stretch your anns out in front of you and hold them straight, clenching 
your fists. 
r---. ---- --T-:,:~ ~c:n..~. e in 
I __ _ then Relax ".>,ou!Jreathe out. 
Hunch your shoulders and press your head back. 
TeDIC up .. you bicaIhe in 
Hold the tension 
then Rein as you breathe out. 
Tense the muscles in your face, tightening your forehead in a frown. 
screwing up your eyes. and pushing with your tongue against your teeth 
to tense your jaw. 
l----- ---. nT-:'~tt -:!:..~ in 
then Relax .. you breathe out. 
Tense your whole body 
T_ up .. you breathe in 
Hold the tension 
!ben Rein .. you breathe out. 
12 
PRACTICE: 
2 
I 
2 
3 
4 
3 
4 
, 
DIAPHRAGMATIC BREATIUNG 
Spend 10 minutes, twice • day breatbiug in this way. Place one band on the 
upper part of your chest, and the other on the top of your abdomen. Allow 
your mind to become fully aware of your breathing. Dwell on the rise and fall 
of your hands. If you are breatbiug calmly your lower band should move first. 
and should move more than your lower band. 
THE SIX SECOND QUIETING RESPONSE 
Draw a long deep breath. 
Hold for two or three 1eCODds. 
Exhale long, slowly and completely. 
As you exhale. let your jaw and shoulders drop. Feel ~laxation flow into your 
arms and bands. 
This exercise can be done with eyes open or closed, with others or alone. Few 
people will ever notice you doing this exercise. 
Practice this regularly for 3 days. whether you are facing a demanding or 
stressful situation or·not. 'I'bIR after using this technique when during periods 
of the day when you are in difficult situations. 
PROGRESSIVE MUSCULAR RELAXATION 
You should practise this twice a day. preferably morning and at night and 
record the effectiveness of each session on the recording form provided. 
MONITORING DISTRESS SYMPTOMS 
Read the material on the cmoIionaJ. cognitive and behavioural symptoms of 
distress, and prior to .aioa two complete the distrca symptom lCaie. 
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DISTRESS SYMPTOM SCALE 
Complete the followin, inventory of your CUJTellt distress symptoms. prior to session 2. While some 
of these item. may reflect positive stress (e.,.talkin, raster than usual. or having difficulty in falling 
asleep) the scale is intended to measure distress. 
Please indicate over the put two weeks which of these has occurred. Use the following scale I,,, 
scoring. 
o 
I 
S 
10 
Did not occur 
Occurred once or twice 
Oc:curred several times 
Occurred almost constantly 
Irritability 
Depressed feelinp 
Dryness of mouth or throat 
Impulsive actions 
Emotional ups and downs 
Strong urge to cry 
Stron, urge to run away 
from it all 
Strong urge to hurt 
someone 
Fuzzy. fogy thinking 
Talkin, faster dian usual 
General heaviness or 
fatigue 
Feelinp of being over-
whelmed by it all 
Feelings of being 
emotionally unstallie 
Feelings ofjoylesmas 
Feelings of anxiety 
Emotional tension 
Euilystartled 
Hostility 
Trembling or nervous twitch 
Stuttering or _bling 
speech 
Inability to COIICCIIInte 
DiffICUlty in orpnising 
IhougbU 
Diffic:ulty in .leeping 
through night 
I 
2 
Addyoursc:ore 
In wbic:b ofdJeae 3 c:atqories fall? 
More impatience that usual 
Grindin, teeth 
DiffICUlty in .itting still 
Nightmares 
Diarrhoea 
Verbal atIKk on someone 
Mental block 
Frequent urge to urinate 
Upset stomach 
Headache 
Neck pain 
Lou of appetite 
Decreased interest in sex 
Increased appetite 
ForgetfUl 
ChCItpain 
Sipificant interpersonal 
conflict 
Struggling to face another 
day 
Feelinglhat things are out 
of control 
Feelings of hopelessness 
Difficuhly in staying with 
one task for long 
Short tempen!dness 
Withdrawn 
Difficulty in falling asleep 
Slow recovery from a 
llrellful event 
Pounding ofheart 
from tension 
HiP DiIIreII Symptoms SO or higher 
3 
4 
S 
6 
Medium DiIIreII Symptoms 20-49 
Low DiIIress Symptoms ()'19 
Is your __ hiaher dill! you would lib it to he? 
WIllI do you _1bIt iI_ or 1IIIpriIina? 
Underliae two or three iIems IIIOIt troubIetome to you in periods of overload. 
UDdcrIine two or line iIems IIIOIt InIUbIaome to you in periods of underload. 
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LESSON PLAN 
::r.w.£.;. St,.. M ....... t (or SttKInt N.n.: (We8k two). 
The Copinll'rocell, Problem Solvinl. 
TARGET: Experimental .,.niciputl. 
.MOD£a Activity, Dilc:unive, ExpoIitory . 
AIMSa To introduce IIUdent to die ~ proc:eu IIId to __ 
m-aement stntqies. 
LEARNING OIITCOMFS: 
At the end oflbc .... 1oa (includina pnctic:e) IIUdent will be Ible to! bave bad tile oppoItWlity to; 
2 
3 
4 
Review IIId dlJcuss die elemads ordle Nunina c:oune _iIfed with ~ ~. 
To discua die copins..-. i.e. primIry..."...., -ary IIppI8iIaIIIId eopina. 
DiscUlS Schafel'. eopina modeL 
To disc:ua 8IId IIpply • problem IOIvia& --aY to. perDI&Ily clemudina Iitution. 
S To lAm reIRR only (paaive) relludon. 
SotIDl or •• "rIaI: 
P3. Distress symptOm sc:aIe, review orprac:tice ~ from SdIaCcr, (1992, pi 13-1 IS). 
P4. Definitionslatqcs ofc:oplaJ, 8dIpIecI from ScbUer, (1992, pl96-I97). 
PS Figure I. After KaplIn, et 81. (1993, pl23). 
PS. Coping resourc:esIcopinlOpdoas, tMen IIId ~ from Sc:hIfer, (1992, pl96-I9I). 
P7. Schafer Copina Model, tIkea IDd IdtIpeed from Sc:bU«, (1992, p2OO-lO I). 
PI-II. Problem IOIvia& trainiDJ, 8dIpIecI from D'ZUIriIIa, (1990). 
P12. ReIeae only relulldon, tMcn IDd IdtIpeed from (Joblulua 1917). 
PI4-16. Problem IOIvina trainiDJ, 8dIpIecI from D'ZurriI'" (1990). 
1 
S'I'RESS 
MANAGEMENT 
WEEK 
TWO 
The Coping process 
Problem Solving 
2 
REvIEW of PRACTICE 
-Distress symptom scale 
In which category of distress did your 
score fall? 
Is your score higher than you thought,or 
would like? 
What do you find that is new and 
surprising? 
Which items .are a problem when you are 
overloaded? 
Which items are a problem when you are 
underloaded? 
Which stressors encountered over the two 
weeks were associated with distress? 
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UNDERSTANDING THE 
cOPING PROCESS 
DEFINITION· COPING: 
Coping can be defined as 
" •.•• WII.t you thlDk .Dd do to maDale specifie extern.I.Dd/or iDtemal demands 
tbat are .ppraised as taDDI or es:eeedlDl tbe resources of tbe penon". 
Coping is what you think and do in taxing or difficult situations. Coping is dynamic. 
changing with each situation as you interact with the environment. Your pattern of 
coping becomes your coping style. 
STAGES OF COPING: 
There are three stages of coping, 
Primary Appraisal 
Secondary Appraisal 
Coping 
Initially you engage in primary appraisal, and you appraise or judge whether the 
dcnwxl facing you is potentially thmdcning/barmf, or is irrelevant and/or trivial. If 
the demand is appraised as irrelevant or trivial then the coping process ends. 
If the situation is seen as being potentially hannful or threatening, then you engage in 
secondary appraisal, and you assess your resources for dealing with the situation. 
The third phase identified is the coping phase, in which you take what ever actions 
seem to be called for. 
Coping can be adaptive and help to resolve the situation, will help to build a positive 
coping style and enhaDc:e wellDess. Coping can be maladaptive and make matters 
worse. 
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POTENTIAL 
STRESSOR 
PRIMARY 
APPRAISAL 
-Consequences 
(positive to negative) 
oHann (potential and 
experienced). 
SECONDARY 
APPRAISAL 
oAdequacy of resources 
°Ability to cope 
'--- --
l l 
Positive CODIequences Adequate resources 
with little of no hInD To meet demand 
l l 
I NOT A THREAT II THREAT REDUCED 
FIGURE ONE. Strw AIIID ... Ia of .......... 
Resources available to the penon appraising their coping options include; 
Exercise 
Sitaatioaal MIl talk IIdIII 
POIitive beIieII 
Problem IOIriq IIdIII 
CommaaiatieD aldOl 
Social .apport 
Material ftIODreeI 
Co ... _ity HI'rieeI 
COPING OPTIONS 
PER. ZPTION 
'TRESS OFS 
Inad ~uate 
J'CS(] lurocs 
CO 
BEl 
G 
.VlOUR 
The range of coping options available to the person is very llll'le indeed. There are 
however two broad claaes of options, i.e. Emotion focused versus problem focused 
coping. 
E ...... focued co.-. W'ttb tbiJ type of coping the focus is on dealing with your 
emotional rQCtion, i.e. fear, anger, guilt. Such an approec:b is UIefu) if you are unable 
to change the silUldion. 
Prob_ foeaIed eophIc attempts to deal consInJctively with the stressor itself, and 
attempts to change the conditioas in wbic:h you fiDd younelf. 
80th opIions may be adaptive and m'ledapive 
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KIRs'ry 
Kirsty wakes up one morning in her flat. She is looking forward to getting her next 
bwsary in a months time. Her money is starting to run out. She is starting to get 
worried by this, but reasons that she has managed in the past. She puts on the kettle 
and goes to collect the mail from the front door. She picks up the letter that is there 
and opens and reads it. 
It is a £250 final demand 
RED electricity bill! 
What is 
she going 
to do? 
Is the final demand threatening and potentially hannfuI, or is it an 
irrelevant demand? 
If it is threatening, what resources does she have to meet this demand? 
What coping options are open to Kirsty? 
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SCHAFER COPING MODEL 
Schafer (1992) offers the followina model of copma and the following options for 
dealing with stressful situations. 
Option 1: Alter the situation 
Option 2: Adapt to the stressor 
It may be best to adapt to the stressor and to lower levels of distress. Options for this 
include; 
1 Maoale .ear taIk:-You willleam several methods of doing this. 
2 Cotrol the physical ...... 1"eIpODH:-You willleam bow to relax. 
3 Maoale actio ... :-You willieam aclf management and problem solving. 
4 Maintain Health BDf'fen:-You will make a contract with yourself. 
5 
6 
UtiIile avaHabie cop'" ...... rces:-You will review the strategies 
available to the student in higher education. 
Avoid maladaptive readIou to diltreII:- You willieam to thrive 
under pressure. 
Option 3: Avoid the stressor 
You will recogni8e that there are some situations in which it is best to withdraw and 
avoid a IbaSful situation. 
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PROBldEM SOLvING 
TRAINING 
There has been a great deal written about problem solving training as a means of 
enhancing an individuals' coping skills. Common to these different approaches to 
problem solving are the following steps; 
2 
Dcfme the stressor or stress reaction as a problem-to-be-solved. 
Set realistic goals as concretely as possible. State the problem in 
behavioural terms, and detail the steps necessary to reach each goal. 
3 Generate a wide range of possible alternative courses of action. 
4 Imagine and consider bow others might respond if asked to deal with a similar 
stress problem. 
5 Evaluate the pros and cons of each proposed solution and rank order the 
solutions from the least to most practical and desirable. 
6 
7 
Rehearse strategies and behaviours by means of imagery. behavioural 
rehearsal. 
Try out the most acceptable and feasible solution. 
8 Expect some failures. but reward self for trying. 
9 Reconsider the original problem in light of tile attempt to solve the problem. 
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STEPS IN THE PROBLEM SOLVING 
PROCESS 
• PROBLEM IDENTIFICATION 
(WIaat II coDanaia. )'OU at the momeat') 
Produce a list of problems facing you at the moment. Think about feelings of 
frustration, anxiety or anger. What events in your life as a student are lISIOCiated with 
such feelinp. Try and be precilC in )'our description. 
• GOAL SELECTION 
(Wlta' WHId )'011 like to happea Ia tbeIe problem .Itaado .. , 
What II )'OIIr pal?) 
a Choose the problem to be tackled tint. It might be the central problem you 
face, or it might be one that is relatively easy to solve. 
a 
• CONSIDERATION OF ALTERNATIVES 
(Wbt coa .... 01 actio. are opeD to)'" to meet your .. em pal?) 
Bnilutorm 
Spend 5 minutes suggesting as many possible solutions as possible. Do not 
judge the potential Ulefulness of each at this stage. Think to yourself that 
quantity breeds quality. i.e. the more alternatives you can generate the more 
likely you are to find a suc:cessfu) alternative. 
b Estreme IOlatio .. 
If you are having problems genmbng a list of possible alternative course of 
action, consider the cxtrane actions you might eopge in. This should help 
you to get started. 
c How me yOli coped witIa IIIdt probIeIu .. tlae put'! 
Have you faced similar problems in the put? What courses of action resolved 
the problem then? Could you \lie such an approKh oow7 
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a 
b 
c 
• CONSIDERATION OF CONSEQUENCES 
(What mipt happeD?) 
You should now consider the "pros and cons" of each course of action. Start 
with the most reasonable course of action first. 
• DECISION MAKING 
(WIaat II your decisloD? What exactly are you 10iDI to do?) 
Identify a general goal, or a broad behaviour. 
Now identify specific targets, i.e. the precise behaviours you will engage in. 
When will it be reasonable to review your actions and evaluate how 
successful you have been in solving your problem? 
• IMPLEMENTATION 
(Now do it!) 
You should keep a diary of what you actually do in your attempt to meet the 
precise behaviours you have set for yourself 
• EVALUATION 
(Did it work?) 
After the appropriate period of time bas passed, how many of the precise goals 
have you met? You should recoasider the problem in the light of your recent 
experience. Is the problem one which is likely to be resolved using problem 
solving, or will you have to adapt to the stressor or avoid it. 
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EXERCISE: 
~ 
PROBLEM IDENTIFICATION 
( Prodace a lilt of tlte tltlap widell are co ....... , or fnltratiJl, yoa at 
tbe momeat) 
2 GOAL SELECTION 
(Wllieb problem are you aolDe to work OD at tile .... eat? Wbat 
woald yoa like to bappea ill tbillitaatioa? Wluat II your pal?) 
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RELAXA TION 2 
RELEASE ONLY RELAXATION 
(PASSIVE RELAXATION) 
The purpose of this phase of "applied relaxation" is to reduce the time it takes for Y"U 
to become relaxed. Once you have leamed to recognise tension, then there is no need 
to go through the routine of tensing the muscles before you relax. You can now 
concenttatc on increasing the feeling of relaxation by concentrating you attention on 
your body. 
To help you to do this, you can usc the following thoughts to focus your attention. 
My left leg is Warm (Imaging your left leg is becoming wann) 
My left leg is Heavy (Imaging your left leg is becoming heavy) 
My left leg is Warm, Heavy and Completely Relaxed. 
Use these thoughts on each area as you move through these parts of the body, 
concentrating on developing feelings of wanntb. heaviness, and relaxation. 
AREAS OF THE BODY 
Left leg, Right leg 
both legs together 
Left ann, Right ann 
both arms together 
neck. and shoulders 
face 
stomach 
chest 
wbolebody 
12 
PRAcTICE; 
• PASSIVE RELAXATION 
You should practise this twice a day, preferably in the'morning and at night, and 
record the effectiveness of each lCISion on the recordin& fonn provided, 
This relaxation technique is called "autopnic" or Hlf.produced relaxation mel focuses 
on produeina warmth mel heavinetl in the body. 
• PROBLEM SOLVING 
In the next week identify a concern you have with your current experience. 
It may be related to your clinical p1acement or related to some 
academic p.n of the course. 
Using the problem solving approach decide on a course of action in response to this 
stressor, and in the following MCIt implement mel evaluate your problem focused 
coping efforts. 
BRING YOUR 
COMPLETED 
RECORDING SHEET 
TO NEXT WEEKS SESSION 
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a 
b 
PROBLEM IDENTIFICATION 
( Produce a lilt of the thinp wbich are coDcel'lliag or frustrating you at 
tbe momeDt) • 
GOAL SELECTION 
(Whicb problelD are you goiDg to work on at tbe 1D01DeDt? What 
would you like to happen in this.itaatioD? What is your goal?) 
CONSIDERATION OF ALTERNATIVES 
(What COUrMI of action are opeD to you to IOlve your problem?) 
Brabutorm 
Spend S minutes suggesting as many possible solutions as possible. 
Extreme IOI.tio .... Wbat extrelDa are possible? 
14 
c 
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5 
a 
How bave you coped with .aeb problem ill tbe put? 
CONSIDERATION OF CONSEQUENCES 
(What -iPt bappea if you tried oat tile above bebvioan?) 
You should now consider the "pros and cons" of each course of action. 
PROS CONS 
DECISION MAKING 
(What II y .. r cIeciIiH? Wllat euc:tIy an yo. piDI to do to IOlve tile 
prob_?> 
Identify. general goal. or • broId stratqy u a IOlution to this problem. 
15 
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c 
Now identify specific tactics, i.e. the precise behaviours you will engage in to 
solve this problem. 
When will it be reasonable to review your actions and evaluate how 
successful you have been in solving your problem? 
6 IMPLEMENTATION 
(Nowdoitl) 
You should keep a diary of what you actually do in your attempt solve your 
problem. You should record what happens when you try out your tactics. 
7 EVALUATION 
(Did it work?) 
After the appropriate period of time has passed. how many of your tactics did 
you try out u planned? How successful were these behaviours in solving your 
problem? You should reconsider the problem in the light of your recent 
experience. Is the problem one which is likely to be resolved using prohlem 
solving, or will you have to adapt to the stressor or avoid it. 
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LESSON PLAN 
I1l1.E& Stn. M ....... t lor ~t N ...... (Week tllne) 
Coanitive StnIe&ia-
TARGET; Experimental perticipMta. 
Activity, Dilcunive, ExpaIitGry. MWlE& 
AIMS& To introduce IIUdInt ........ to chanae nepdve diaIope,lIId to IemI deep 
reblUtion. 
LEARNING OUTCOMES· 
AI the end of the _ion (ineluclio& pnc:tIce) ItIIdent will be IbIe to! have had the opportUnity to; 
Review effoctlveneu or ........... IOlvtna ......,. in '1pIC1& lituldon. 
2 To identify neptive self talk used by the ItIIdent. 
3 To use the P IIId Q medIod to III8IIIp the IlUdent'lown neptive diaJocue. 
4 To monitor neptive self talk CMI" _ week. 
S To prKtite re ..... only relullion and viIualiution aem-. 
Snrca or •• tcrla!l; 
P3. Scen8rio adIpced from SdIaCer, (1992, p221-222). 
P4-S. Styles ofneptive aelf-callt adIptied &om Schafer,(I992, p221-23I). 
P6. P + Q metbod, taken 1IId. .... from Schafer, (1992, p232). 
P7. Realistic:...,-taIk .... WId adIpIIed from Schafer, (1992, p233). 
P7. CIIInain& self-mtcmeats, adIptied from Schafer, (1992, p241, 253-254). 
P9. Deep relaution. ad8pted &om 0It, (1917). JobnIton, (1917) IIId Schafer, (1992, p 10» 
P9-IO. MediIIlion c.ken 1IId ....... &om Schafer, (1992, p303-307). 
PII. V.ljptjon IIdIpIIed from SdIaf'er. (1992. plI2-314). 
PI2 SIRu joumaI adIpIed from SdIaf'er, (1992, p323). 
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Sfl'RESS 
MANAGEMENT 
WEEK 
THREE 
Cognitive Strategies 
2 
SELF TALK- WHAT IS IT? 
Seeaario 
You are in a crowded lift on the way to the main lecture theatre. In the 
short JOWDe)' you keep pUiDa jabbed in the beck by someone and are 
also pushed forwards ICVenl timcI. You beaiD to get mildly irritated. 
"What does the penoIl think that they doiDa?" you tell yourself. You 
feel something moviJla IIOUIId at your leas. and again you are pushed 
forwards. "When I get out at level seven I will let them know my 
feelings. 1'1 tach them to push and shove like thatl. Can't he ICC 
what is aoina on? If this bappeas apia I wi11lhout out and get really 
angry!". 
When you all get out of the lift. you tum to give the source of your 
irritation a piece of your mind. To your surprise the person who hid 
been stood behind you was wearing dark glasses. carrying a white 
c:ane, and hid • Labrador guide doa. 
"Now I undentBDd. He couldn't ICC .t\cr all. How guilty I feci for 
being so short tempered. Thank goodness I did not shout out like I 
planned". 
This story illustrates two important points about self talk. 
2 
Your iaterpretatioDl of 1treIIon, aDd Dot tile ItnIIon 
themselves eaale diltresl 
You eaD eODtrot your iaterpretatioD of ItresIon. 
Self-talk often becomes self-fulfiIIina, IDd if you constantly tell yourself that 
others C8IUIOt be trusted and that no-one likes you. then that is probably what 
will happen. i.e. you will experieace iDterpenoaal difficulties. 
Self-talk or the interpretation of a IIIresIOr CIIl be self-regulatcd 
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COMMON STYLES OF NEGATIVE SELF-TALK 
Self-talk is an ever present part of our mental life. When we think we are engaged in 
self-talk. When we appraise the demands of a situation and our ability to cope with it 
we are engaged in self-talk. 
Several common styles of negative self-talk have been identified. People who think 
in these ways have difficulty in coping effectively and may be both miserable in 
themselves, and to be around. 
NeptiyjsjDI: 
Ignoring the positive aspects of a situation and focusing only on the negative. 
Example of distorted 
self-talk 
Example of rational 
self talk 
The course is nothing but one disaster after another 
The course has many negative things about it, but then 
it has many positive things about it as well. It is a 
mixture of good and bad 
AwfulisjDI: 
Turning a difficult or unsatisfactory situation into something awful, terrible. and 
intolerable. 
Example of distorted 
self-talk 
Example of rational 
self talk 
The timetable is not worth the paper it is written on. 
It changes all the time. No one knows what is going 
on. I can't stand it! 
There are changes to the timetable each week. I f we 
are not told it is a mistake. We all make mistakes, a 
circumstance not worth getting very upset about 
CatutmpbjsjDI: 
Expecting that the worst must surely, or certainly will happen. 
Example of distorted 
self-talk 
Example of rational 
self talk 
I know that I will certainly crash going to my 
placement in Perth in the car. 
I would rather have a placement nearer to home. The 
c:banccs of me crasbing getting to work in Perth are no 
greater than coming to the College at Ninewells 
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Ii_jnl' Ovc .... cra.
Generalising from a single event or piece of information to all other similar situation. 
Example of distorted 
self-talk 
Example of rational 
self talk 
(After aettin& a 40% C pus) This shows that I am 
ladcmically • failure 
What can Ileam from the situation and the comments 
to improve my effectiveness at essay writing. 
Rlam;PI; 
Attributing the responsibility for events, in pIIticuIar neptive events, to someone 
else, even when the responsibility bekmp to yourself. 
Example of distorted 
self-talk 
Example of rational 
self talk 
I did DOt do well in my placement because the Sister 
did DOt like me. 
It would have been better if the Sister and I got on 
better. However the responsibility for my 
performanc:e lies with me. 
Muatcrbation: 
The demand that evcrytbina must tum out as I WIlDt it to, otherwise it will inevitably 
be upsetting to me. 
Example of distorted 
self-talk 
Example of rational 
self talk 
I must have constant approval and accepWICe if life is 
to be worthwhile and I am to be happy. 
It would be nice to be approved of IDd accepIed most 
of the time. However, my happiness does not dcpeud 
on it 
Belli Rilht: 
1 am con tinually on trial to prove that my opinions and actions are right and correct. 
Being wrong is unthinkable. Therefore, I must go to Ill)' Ieagth to demonstate my 
correctness. 
Example of distorted 
self-talk 
Example of ratioDm 
self talk 
I must be certain that Ibey know that I know what I 
am talkina about. 
I have no need to plOW 1D)'IeIfbere, because my self 
worth cIoa DDt depend OIl whit ocben 1bink of me. 
S 
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MAKING SELF-TALK 
WORK FOR YOU 
MANAGING SELF-TALK 
Sceaario 
Kirsty is about to start a new 4 week placement. She feels slightly 
apprehensive about starting in this area. She has heard several negative 
comments from her colleagues about how students are treated. This will 
be the fourth new placement in as many months, and Kirsty is finding it 
difficult having to settle into new nursing teams so often. Kirsty has 
developed a strategy for settling into new placements, but despite this is 
still experiencing anticpatory symptoms of distress. Kirsty is thinking 
about starting her new placement tomorrow. 
-The P and Q Method 
One method of managing self talk is when you become aware of having negative 
thoughts, and consequently reacting with fiustration and anxiety to use the P (Pause), 
IDd Q (QaatioD) method. 
Kirsty tells himself to take a deep breath, hesitate before going further, and to ask 
himself; 
*Wbat is my self talk here? 
*Howam I upsetting myself here? 
-what is my emotional response? 
-what is my physical reaction? 
-bow are my relationships being affected? 
-what behaviour is resulting from using this self-talk? 
*Is this truly worth getting upset about? 
*Wbat other positive and realistic self talk would be helpful in this situation? 
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Realistic self-talk .tateme.is 
There are a number of realistic .elf-talk statements that can be helpful in reacting to 
potentially stressful situations, at the moment that they occur. 
This will pass, and my life will act better. 
I am a worthy person. 
I am doing the best that I can. 
I am like everyone else. I make mistakes. 
Look how far I have progreaed, and 11m still developing. 
There are no failures, only ditJerin& depeea of IUCCCII. 
I will be true to myself. 
I will feel OK about feeling upset. 
I am not helplea. I can and will take the nec:csury 1ICti0DI to act through this. 
This is an opportunity rather than a threat, to learn. to c:hImae. to try something new. 
One step at a time. 
I know I will be OK no matter what happens. 
He or she is responsible for their reaction to me. 
This unpleasant situation will 800D be OWI". 
I can bear anything for a while. 
In the long run does this really matter? 
Is this truly worth getting upaet about? 
I really don't need to prove my.elf in this situation. 
Don't over-react. React appropriately. 
SELF STATEMENTS FOR BUILDING SELF-ESTEEM: 
I really am special. I like who I am and I feel good about myself. 
There is no one el.e like me in the entire world. I would rather be me than anyone in 
the entire world. 
I like how I feel, and I like bow I think, ad I like how I do things. I approve of me. 
and I approve of who I am. 
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SELF TALK FOR DECREASING 
WORRY: 
I am free from worry. 
I control my own thinking. 
I am confident, calm and self assured. 
Worrying won't help things at all. 
I am an optimistic person . 
I focus on only those things truly worth 
getting concerned about. 
EXERCISE 1 
• What is Kirsty's self talk in this scenario? 
SELF TALK FOR INCREASINC 
RESISTANCE: 
I thrive on challenge. 
This is an opportunity and not a threat. 
I am a special person. 
I make things happen. 
I am positive. I am confident. 
I thrive under pressure. 
• How is Kirsty upsetting herself self in this scenario? 
• Is this truly worth getting upset about? 
• What other positive and realistic self talk would be helpful in this situation? 
EXERcISE 2 
Refer back to a situation you have found to be stressful in the past month. 
• What was your sclftalk in that situation? 
• How did you upset yourself there? 
• Was this truly worth getting upset about? 
• What other positive and realistic self talk would be helpful in this situation? 
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DEEP RELAXATION AND 
MEDITATION 
The aim of "applied relaxation" is to eaable you to be able to relax within 20-30 
seconds. Sessions one, two, three, four, five and six arc all designed to teach you the 
skills necessary to achieve this goal. 
This session fOCUlCS upon the additicmal relaxation 
technique of Deep ReIaxItion. Deep ",laxation lowen 
or "quietenl" the metabolism mel the l'IIl8e of 
physiologic:al procesm associated with it. Deep 
relaxation in the form of meditation "quietens" the mind 
and further "quietenl" the body. The following deep 
relaxation exerciJes should be carried out after you are 
relaxed, using the releue only technique (lCSSion 2). 
Meditation is the practice of sitting or m:lining comfortably and quietly with eyes 
closed for 10-20 minutes once or twice a day mel using a mental focus to quiet the 
mind. thereby quieting the body. 
Meditation is different from contemplation (i.e. thinking about something), in that 
meditation docs not involve thinJrjna It is indift'crent focus on a stimulus. It is 
indifferent in that you should cxpec:tina DOthing and desire nothing from the stimulus. 
In this way focusin& on a IimpIc stimulus. e.g. the word "relax" distracts the mind 
from every day c:oncems end is IOOtbed and ciCInd by such concentration end 
repetition. 
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HOW TO MEDITATE; 
Initial attempts to meditate will be characterised by a tendency for your mind to 
wander. This is part of the meditation process. You should allow your mind to 
wander and each time you are aware of this happening you should gently return to 
focus. You should not CONCENTRATE on the stimulus in the way you might 
concentrate playing a video game. 
Thus meditation is not so much a focusing exercise as a returning exercise. All you 
need to Icnow to be able to meditate is the following: 
CALMLY ATTEND TO A SIMPLE STIMULUS 
AFTER EACH DISTRACTION CALMLY RETURN YOUR ATTENTION 
By patiently doing this, again and again and again, your mind will be conditioned to 
attend for longer and longer periods of time. It is important to emphasise that this 
return of attention should be patient, easy and gentle, not forced and strained. The 
goal is not to keep your mind vigilantly glued on a focal task, as if playing a video 
game. You should instead calmly and as restfully as possible ease your attention hack 
to the task. Let your mind wander. Every time your mind drifts from the task. you 
have another opportunity to calmly return your attention. It is only through such 
opportunities to return that you gradually condition your mind to attend to the focus. 
It is through distraction mel diversion that the experience of meditation deepens and 
embraces more and more of the world." 
MEDITATION EXERCISE 
First take up a relaxed posture, either sitting up or lying down. Use the release only 
method to help you to relax initially. Concentrate on breathing deeply, and evenly 
(diaphragmatic breathing). 
Now focus your attention OD your body. Simply repeat to yourself the phrase. "My 
body is warm and heavy". Let those words go over and over like an echo. There is 
simply nothing for you to try to do. Do not try to force your body to feel warm and 
heavy. Simply let the words go over and over in your mind, like the words of a 
simple song, or nursery rhyme. 
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VISUALISATION EXERCISES 
Visualisation or mental imagery or pided day dreaming is another technique that 
redutes mental activity and produces a senae of quiet, and produtes or induces deep 
relaxation. 
·Pleasant scene 
This exercises aims to produce feelinp of relaxation, comfort and pleasure by imaging 
in detail a pleasant experience or scene. This exen:iae should be carried out at the 
end of a relaxation session. 
Your goal with this exercise is to COI\iure up an image of yourself relaxing alone in a 
pleasing and tranquil setting. in as much detail as posaible. Scenes you may want to 
imagine include re1axing in the COU1ltrytide or at the belch. You might imagine 
yourself relaxing on a grassy banIt by a babbling stream. Feel the soft grass beneath 
you, the gentle breeze on your face, the smell of new cut grass, the sound of children 
playing in the distance, the warmth of tile sun OIl your body. 
What ever you imagine, try to summon up as real an image as you can, using all of 
your senses (sight, sound, touch, 1IDell). The image may be a real one, and be familiar 
to you, or it may be one yw have c:onstructed for yourself. 
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PRACTIcE; 
MEDITATIONIDEEP RELAXATION 
Spend one session per day of20 minutes in meditation or in deep relaxation 
visualising a pleasant scene. Use the usual recording format to record your success 
with each of the techniques. 
COPINGI SELF-TALK 
la: Over the next few days deliberately use the situational self-talk method (P and 
Q method) when you find yourself becoming upset. 
lb: 
b 
Carry your prolDpt card with you to refer to. 
P+QMethod 
l:bIIH 
What is my self talk here? 
O-OuCltioD 
How am I upsetting myself? 
Is this truly worth getting upset about? 
What other positive and realistic self talk would be helpful in this situation? 
Write down your experiences as soon as is practical. and bring it to the 
next workshop. 
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STRESS JOURNAL 
* What is my self talk here? 
* How am I upsetting myselfbere? 
-what is my emotional response? 
-what is my pbysicall'ClKltion? 
-how are my relatiOlllbips being Iffected? 
-what behaviour is resulting from using this self-talk? 
*15 this truly worth getting upaet about? 
*What other positive and realistic: self talk would be helpful in this situation? 
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LESSONPLAN 
DIL£: SlreR M ......... for StIIdt.t N ..... : (Will roar). 
Self manapnenIIHedb buft'tn. 
TARGET' Experimenlal J*tieiplnla. 
MQDI.; Activity. Disc:unive, ExpoIItory. 
AlMa; To inIrocIuc:e IIudent to !he -. of.lf~ 
UARNING OUTCOMpi' 
Aldie end ofdle Maion (inc:ludln& pncdce) ..... wiJl b .. bJelGlbave bad !he lJIIPOIUmity to: 
2 
3 
4 
To Identify and plan to m-. malldlptive NaCtionI to diIIIwa, IUbstitutIaa more adlptive 
altemalivea. 
To identifY and pIao 10 reduce type A bllbavloun. 
To plan to u.- health pnlIIIIOCina behaviours (hcakh bu«-). 
To teac:h student to ute npid relaxation techniques in non-cbreIIeoing situations. 
Sourm of materia.: 
P3-S. Adlplivelmaladlptive c:opiDa adIpted &-om Schafer. (1992, p201-210). 
P6. MonilorinlYour reaction to diIIrwI, Ex 6.1 (Sc:bafer. 1992, p21 ()'21\). 
P1. Type AlB behaviour ~ &-om Box 5.2 (Schafer. 1992, 149). 
P9 PIce of Life Index, Ex S.3 (SdIafw. 1992, pl57-IS9). 
PI()'12. Reduciq poeeatiIII for __ ....,... twa Scbafir. (1992, p237-21S). 
P 13. RIpid relaxation 1niII .... liken 8IId adIpted ftom Ost, (1917) IIICI JobnIIon, (1917). 
P14. PenonaI pIID. 8dIIpIed t.. Sc:bafer. (1992, p149. 1S9,2S7-lIS). 
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S'I'RESS 
MANAGEMENT 
WEEK 
FOUR 
Self ManagementlHealth 
Buffers 
2 
ADAPTIYE/MALADAPTIVE 
COPING 
An important aspect of coping is ractina to one's temporary distress. As we have 
already seen, there Il'C two copina options. When faced with a taxing or demandina 
situation, we CIIl enpae in problem focused coping and attempt to cllanp the 
situation, or we CIIl enpae in emotion foc:uaecI coping and attempt to chanae the way 
we feel about something. 
Each of these coping options can result in adaptive or maladaptive behaviours. 
Coping is adaptive if our behaviour reduces distrcu in a way that is c:onstructive. 
Coping is maladaptive if in IIItcmpCina to reduce distrcu the situation is made worse 
for yourself or for others. 
Maladaptive reactioDs to stress iDclude the followiDg. 
-Alcohol aadlor druealnlle 
In times of distress some people tum to alcohol to temporarily reduce the distress. 
Long term coping in this way may lead to the following problems; 
Alcohol abuse: the repeated misuse of alcohol despite knowledge that doing so 
worsens personal problems, can Ieriously jeopanIise a person's health. 
Alcohol dcpendencc: a more serious condition may develop. with all of the symptoms 
of alcohol abuse but with an additional inabi1ity to control tbe cIrinking. 
Drug use may also temporarily reduce or relieve tension. Prolonged use however will 
result in a diminishing of this teDIioa reduction bcc8UIc of an incraaed pbysiolosical 
tolenmce to the substance. 
-Smoldac 
Smokers often report that they IIDOke to reduce tension. Howncr smoking reduces 
general energy levels for copiDa. Smokina rauIts in • Icacaed ability to take in. 
circulate and use oxygen. Smokers may feel a Icsscain& of tension when they have a 
cigarette followins • 40 minute brak.. This reduction of tension is cauted by • mini-
withdrawal crisis by not having allDOke for 20-40 minutes. The reduction in tension 
is caused by the person's addiction to smoking. 
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oOvereatial 
Eating to relieve tension is learned usually in childhood. Mother feeds the child at 
any sign of distress. The child may not learn to distinguish between hunger and 
emotions such as fear, anxiety and anger. Any emotional arousal in interpreted as 
hunger by the child. 
The type of stress may also influence the person's appetite. Overeating is reported by 
people experiencina anger, irritation, or being rushed. Loss of appetite is reported by 
thole experiencina worry or apprehension. 
Over eating is maladaptive for several reasons. It may evoke guilt. It leaves the 
stress emotion not faced directly. It ignores the distress evoking situation. It 
produces overweight, which mcaus less energy and may lower a person's self-esteem. 
-PbYllally aad verbally abUliae othen 
Personal distress does not always remain personal. It is often transferred to others in 
the form of physical and verbal abuse. We seem to take out our frustrations on those 
closest to us. 
-Escapism 
If we cope with a distressor by habitually escaping through TV, drugs, books or 
fantasy then we CIIl make maaers worse. Our stress response is likely to remain 
high, our distress emotions denicci, the stress triggers will remain unchanged. 
Temporary and intelligent use ofcscapism or avoidance may be adaptive in the short 
tenD however. 
-SpeadiDc .prea 
As part of a manic-type reaction to distress, the consequences of such a coping style 
CIIl be devastating. 
-Blamiae .-then 
By blaming others we can escape responsibility for being both distressed and for 
doing anything about it. 
oOvenroridae 
Increasing the amount of time you are working may temporarily reduce distress. 
Continued overworking willicad to health problems. 
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-Denial 
Beliefs such as, "If you don't think about it, it will 80 away" may be useful as a 
temporary copina strateaY. If denial it extended for 10111 periods and a penon 
continually uses tbiJ strateaY when fiIciaa difficult lituatiolll then health problems 
may result. The internal wear and tear of usina denial will affect the individuals 
performance, their emotional 8IOUIIIl and will affect the person's relationships with 
others. 
-Mapifkatioa 
"Making a mountain out of a molehill" can directly add to a stressful situation. This 
stress reaction which results tiom the person's interpmation becomes the problem. 
rather than the situation itsel! 
-Martyrdom 
Some people may become habituated or used to cIiabess. and may actually themselves 
behave in such a way as to seek diJtrea. Self crated distress is maintained by 
"rackets" and by "games". Rackets In what people do inside their beads to make 
themselves miserable, angry, anxious or afraid. Games In the interpersonal 
exchanges which people use to make others feel bad or uncomfortable. 
All of the above maladaptive reactions to distress will lead to less effective behaviour 
in a taxing situation. Behaviours such as these can serve to make a difficult situation 
more difficult to cope with. 
la _ion oae yoa ideadfiecl tile Sf-pto .. wlaicll yoa experienced 
wileD y08 were dutr:e •• ed. 
WII.t bell.vioan do yoa eapp in to redaa yoar distrea? 
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MONITORING YOUR REACTION 
TO DISTRESS 
In the last few months, how often have you used the following methods of trying 10 
reduce physical and emotional tension? 
Indicate whether you have used the following; 
Never, Rarely, Sometimes, or Often. 
I 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
Drink alcoholic beverages 
Smoke 
Take a tranquilliser, sleeping pill or other 
prescribed medication 
Take aspirin or paracetamol 
Drink coffee, cola or tea 
Eat 
Take out your feelings on someone else 
Forget about it and get on with something else 
Use TV, books or something to "escape" for a while 
Take a leisurely walk 
Grin and bear it 
Redefine the situation more positively in your 
mind 
Change your approach to the person or stressor 
Exercise 
Do deep relaxation 
Do a breathing or a relaxation technique 
Talk it over with some one 
Pray 
Use humour 
Take a day off or a holiday 
Other ______________ __ 
Other ______________ __ 
-Which of tile above reactions to distress are used by you? 
-Which oftbcse l'C8Ctions are destructive or maladaptive? 
-What reuonablc alternatives might be used? 
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TYPE AlIYPE B BEHAVIOUR 
11Ien: are some people whose approach to life is such that they put themselves under 
constant pressure by the way in which they behave. 
Poteatial .treaor 
L 7.00am 
Alann clock did not 
go otT. Overslept. 
Stad_tA 
(StIWIecI, IM«ecdve 
StudeatB 
(ReIned, effective "'poDMI) 
... ,...) 
'A::iiihed-'- tbrouah'--.'---a-etting-:·,.--, ..... A--Cal.",..."I,-ed..,..···cciilqe -';o"IaY --he' 
ready for Collcae. Left with would be 30 minutes late. Got 
out aettina any breakfast. ready as usual 
! T-". cen't be J.te. This bas I T-"This is not a big problem. I I ruined my day'" will catch up later on." 
I R-Left home in a hurried state. I A-Left home in a relaxed state. 
2. 8.00 am tx-.:cmpped steerina - wheel, A-Waited for iiaffic: Jam to·end. 
Caught in traffic: in I~' tried to overtake, and Relaxed and listened to radio. 
Perth I later exc:ecded the speed limit Drove within normal speed 
limits. 
3. 10.30am 
Spoken to by 
Academic tutor 
regarding "alleged 
non attendance". 
I, T -"Why cen't these people aet 
out of my way!. This makea I T-"I'm not going to let this 
me really angry'" upset me because there is I nothing I cen do about it". 
i R- Blood pressure elevated, 
! headac:be, arrived It College, R-Remained c:aIm and relaxed. 
exhausted and hassled. Alrived It Collcae &esh and 
a1ert. 
A-Was olOOaUypofitc. but I A-Relaxed while listeni", 
IlOIt-verbal bebaYiour sipa11ed Mentally rehearsed bow be was 
impaticoce and anger. going to bandle this encounter. 
T -"This woman is an idiot! I T -"This woman bas been 
attended every day of the last misinformed. I will take CIR 
plecanenl. I c:.n't IIand this,,,. of this miIunderItandin before 
it gets out of hand. 
R-StonDedoutoftutol'sof6ce. IR-Tutor was reassured by the 
new iDformaaioo and tbanked 
theltUdenL 
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Poteatial .treaor 
4. 12 noon 
Behind schedule 
S. II.000m 
Bedtime 
StudeatA Student B 
(Streued, ineffective (Relaxed, effective responses) 
... poalel) 
, 
.... , ............................................... ······························T·············· .. ········ .......................... . 
A- Ate sandwich while working i A-Went for a 20 minute walk in 
. in library on essay. Worried i grounds. Ate sandwich in the I that did not understand the title. , grounds 
'1 T -"I'll never get this done in I T -" A break in routine refreshes 
time .• will work through all of! me. I work better when I allow 
I lunch and all of tonight i myself intervals to relax. 
I ! ; I I R-Made mistakes in answering II' R-Returned to library and essay 
I the question because of relaxed and refreshed. Worked ! exasperation and tiredness ! with fresh insight. 
1··A:::coU}cf-iioi·-gei-iO-··siccp· .. for·j·:i\:Fell"u·iccp·raPldly···· . 
two hours ! 
T-"Why don't I accomplish I T-"This has been a good day. 
more? I ~ a disappointment 1 I'm glad I ,,:as able to solve I to my famtly. I several potential problems. 
I R-Woke exhausted and i j depressed. I R-Awoke refreshed and happy. 
L .. _._L _____ ._ ...... _ .......................... . 
(A_diGD, T-thougbts, R-raults) 
I Compare and contrast the characteristics of student A and student B 
2 To what extent do you identify with the experiences of student A and 
student B? 
Are you like Student A? Do you get upset when you have to wait for anything? Are 
you usually pressed for time? Are you bossy or dominating? Do you eat too 
quickly? Are you hard driving and competitive? Do you have a strong need to excel 
in everything you do? 
If you have answered "yes" to most of these questions then you could be described as 
a Type A person. Your striving attitude to life leads to you putting yourself under far 
more pressure than someone with a more relaxed attitude (Type B person). People 
who have been able to change this behaviour have found that they feel more relaxed. 
and importantly that they achieve at the same level or achieve more than when they 
\VCre slriving to do more and more in less and less time. 
The first step in c:hanBing Type A behaviour is to notice it in oneself and to think 
about possible c:hqes. 
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PACE of LIFE INDEX 
Indicate how often each of the followina items applies to you in daily life. Total your 
scores for each column and produce • score for you. 
321 
I. Do you find yourself rushin& your 
speech? 
2. Do you hurry other people', speech 
by interrupting them with "uuba, 
umhm" or by completina their 
sentences for them? 
3 Doyou~q~na 
4 Do you seem to be abort of time to 
get everythina done? 
5. Do you detest wasting time? 
6. Do you eat fast? 
7. Do you drive over the speed limit? 
8. Do you try to do more than one 
thing at a time? 
9. Do you become impatient if others 
do something too slowly? 
10. Do you seem to have little time to 
relax and enjoy the time of day? 
11. Do you find younelf over 
committed? 
12. Do you jiJale your koeCs or..., your 
fingers? 
13. Do you think about other tbinp 
during conversations? 
14. Do you walk fast? 
15. Do you bate dawdliDa after • meal? 
16. Do you become irritable if kepi 
waitina? 
17. Do you detest losiDa in sport or in 
pmes? 
18. Do you find younelf with clenched 
fillS or tight neck or jaw mutCles 
19. Does your ~ IOIIIdiaa 
wander while you think ebout wha'. 
coming up later? 
20. M you. competitive penon? 
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Alwaylor 
UI.aIIy So.etba .. 
Seldo.or 
Never 
Here are the categories for assessing your score 
45-60 High Type A behaviour 
35-44 Medium Type A behaviour 
20-34 Low Type A behaviour 
Is your score higher than you would like? 
Write down three behaviours which you scored "Always or usually". and 
which you would like to change. 
2 
3 
REDUCING THE POTENTIAL FOR STRESS 
Can people become immune to the impact of stress, to some extent? Some aspects of 
people's lives can reduce the potential for stressors to develop and help people \0 
come with problems when they occur. 
-BUUdinl ragtance. De importance of health buffen 
The following health buffers, or resistance resources have been shown to protect 
people from the barmful effects of stress. 
1 ExereiliDa to lite ..... fita ... 
People who exercise or are physically fit often report less anxiety, depression and 
tension in their lives than those who do not exercise or are less fit. 
Research examining the effect of exercise on cardiovascular fitness and feelings of 
anxiety divided groups of healthy male subjects (aged 19-30) into two groups. In one 
group the subjects worked out 5 days a week in a vigorous exercise programme. The 
programme involved swimming, and active sports. The second group took part in a 
more moderate fitness programme and met twice a week. Sports included 
badminton. 
Those in the more vigorous exercise programme showed greater gains in 
cardiOVllCular fituess and reductions in anxiety than in the more moderate exercise 
group. 
10 
Does exercise protect people from developing stress related illnesses. The research 
evidence suggests that it does. 
One study looked at men who reported either high or low levels of stress in the past 3 
years. Those men who ac:ored hip on a survey of their exercise practices reported 
less illness than those who hid lower ICOres on exercise. The protective effects of 
exercise was greater for those men experiencing peater stress. 
1 Nutritioa 
A second vital health buffer is aoocI nutrition. SUIt u regular aerobic exercise helps 
to build stress resistance, 10 willlOUDd nutritiOllll pnctices. 
A healthy diet should provide sufficient calories for coping with the stresses of life. 
Missing meals and going on crash diets, and under eatiDa then can lead to feelings of 
fatigue. 
The over consumption of food resuItiD& in overweight can result in feelings of 
tiredness, and feelings of lowered Idf worth. 
Too much or too little of specific: food substances can alao relate to sImIs. A diet high 
in rat (with over 25-30% of the c:alories provided by r.t) inc:rea8es om c:bances of 
obesity. High fat intake has been identified u a risk factor in coronary heart diseue. 
High amounts of refined supr in a diet can result in mood swings. Glucose in the 
blood stream rises quickly as you inpst the "Man bar". The glucose elicits the 
secretion of insulin, which quicldy brinp eneIJY and mood down. 
The sugar addic:t a1tcmatea between bIoocl sugar related ups and downs. 
Inadequate vitamins and mincnIs can contribute to a loss of eneIJY, to irritability, 
insomnia and anxiety. 
High salt CODSUJDptiOD, especially in ult ICIISitive individuals inaases the cbance of 
high blood pressure. If. peIIOIl is hypertensive then they ~ likely to have sharp 
increases in bIoocl pressure when chaIIenaed by streaor (the penon is more aactive). 
Consumption of caffeine sci""d.,. the IIress respoIIIe tbrougb activation of the 
sympathetic nervous system. More thin two or 1bree cups of coffee a day can 
increase the risk of high blood preaure, em increase reactivity to IIressful evarts, and 
may COIdribute to insomnia. 
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ShADle pidcUgp for buildiDlltRu railtanec 
2 
3 
Sleep 
Eat a balanced, consistent diet with sufficient but not excessive 
calories, vitamins and minerals 
Minimise the following in response to stress 
Under eating 
Overeating 
Excess alcohol "no more than 1-2 drinks per day" 
Sugar "hits" 
Excess caffeine "no more than 1-2 drinks per day" 
Follow these simple principles 
Low fat diet 
Low fat (especially saturated fat) diet 
Low cholesterol 
Low refined sugar 
High complex carbohydrates 
High fiber 
Plenty of water (6-8 glasses per day) 
The amount of sleep each of us needs per night is different for each person. Most 
adults function best with about 8 hours sleep a night. If we do not get the sleep we 
need then we will suffer the effec:t5 of sleep deprivation. We feel irritable. sensitive to 
criticism, and we feel emotionally tense. 
Insomnia can be caused by anything from c:alcium deficiency to breathing difficulties. 
It is estimated that 90% of insomnia is caused by stress. 
TiD' for D"'ntiD' IDd CADil, wjtb iuomDja 
I 
2 
3 
4 
5 
6 
7 
Establish a regular sleep routine 
Use relaxation methods 
Exercise regularly 
Minimise noise 
SlOp smoking 
Get up if you cannot sleep 
Maintain realistic self-talk about sleep 
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SESSION FOUR 
RAPID REIJAXATION TRAINING 
RAPID RELAXATION TRAINING 
The goal of this part of the 1rainina (includina the prKtice) is to enable the student to 
be able to relax in non-threateniDa situations and within 20-30 seconds. 
Decide on a cue for Rllautioo. E.,. a smaIJ piece of coloured tape on a 
watch, every time you look It • watch, every time the phone rings. 
2 In this phue oftrainina there ant three BRIEF RELAXATION instructions 
ONE-
TWO-
THREE-
Take 1-3 breaths and slowly exhale 
Think "RELAX" just before each exhalation 
Scan the body for tension, adjust your posture to get rid of 
the teosion, aod try to RlIax as much as possible. Breathe 
slowly and deeply. 
PRACTICE: 
Rapid reluatiH:- SevenI times a day em)' out the BRIEF 
RELAXATION INSTRUcnONS. Whenever you see your cue to RlIax 
you sbouId do throuah the 3 step re1axation procell. 
BRIEF RELAXATION INSTRUcnONS 
ONE-
TWO-
THREE-
Take 1-3 bradbs and slowly exbaIe 
Think "RELAX" just before each exhalation 
Scan the body for tcDsion, adjust your posture to get rid of 
the teDIion, and try to relax as much as possible. Breathe 
slowly and deeply. 
2 Read this handout and ret1ect 011 the worbhop. Produce your own plan to 
decrease the unhelpful and incraIe your helpful copina behaviours. Put your plan 
into effec:t. 
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PERSONAL PLAN FOR DECREASING MALADAPTIVE AND 
INCREASING AQAPTIYE COPING BEHAVIOUR 
Maladaptive behavioun to Reasonable alternatives 
beredueed 
Type A behaviour to be Goa" for Ilowial down 
redueed 
Adaptive behavioan to be Statemeat of loal for iacreued 
iDcreMed coDltructive behaviour 
14 
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',I1W!NPI.AN 
I.lI.LE;. 
TARGET; 
b1QDI;. 
~ 
St~ MII ........ t for StIIdnt H ...... (Will"'.). 
SII'IfCJies for Ihe IIUdeat In H ...... EducaIioa I. 
Experimenlal plltic:ipInII. 
Activity, Dilcunive, ExpoIItory. 
To _iDe bow ItadeatI cape In dlftlcult .ituItioaI relltecl to Iheir coune. 
UABNING OUTCOMU: 
Followina the _ion and the pncIiIe the IIudent will be ... ta.'bave had die opportunity to; 
To _me bow IIUdeaIa cape in dlftIcuIt ,ituIIions reIItecI to their coune. 
2 To _ine ways in which.1IUdent mlJht cope men efrecIIwly. 
2.1 Time JIIMIPIIeIIl -fIadiD&" 
-iDa it elrectively 
2.2 Improvil!adle IIUdeaIa .--. .... of c:oatrol 
-IIUdy skills 
-c:opa., wid! anotionI 
~~-
3 To use applied relaxalion in diftlcult real life Iitultioal. 
Sowm of •• tcdII; 
Sfre .... l; 
P3. Introductioa adapted fi'om NoItJadte, (1990, plI2-23.). 
PS-6. Copitive wriables IIdIpfed fi'om _1IIIIIIriaIIfII_ DrummoncIIMacVic:. 1990. 
P6-11. Ex IO.lO,IOJI,IO.IS,IO.17(ScIIafw,I992.p3SS). 
PII. ~Ex II.IS~SdIIfw,I992,p319). 
P13. ReIuaIioa Ipplic:alioa 1I'aiDiDa adaptecI fi'om 0It, (1917), .JoIIIIItoa. (1917). 
se.ty .......... ; 
PI-2. Tikeo and adaptecI fi'om NoItJadte, (1990, pl4-50). PJ-'. AdIpfed fi'om NonJedte, (1990, pll2-23I). 
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STRATEGIES FOR THE STUDENT 
IN HIGHER EDUCATION 
Coping is what you think and do when dealing with difficult or demanding situations. 
In higher education nursina ItUdcatI &ce • number of dcawIdI which are taxing and 
challenging and with which they have to cope. 
These include; 
Taking effective notes from Icc:tures, from radina books aod articles 
Coming to terms with the difficulty, aod the amount of the course work that has to be 
learned. 
Planning and writing eaays 
Keeping up with the aucaed work which baa to be submitted 
Rcccivilll feedback from III8eIIed work 
Preparing to sit exams 
-dcc:idina what to ItUcly 
-managina study time 
-dca1ina with negative thougbts IIUIOUDdin& the exam 
-fear of failing 
-anxiety surrounding the examination in scneral 
Fitting into new clinical areas 
Taking more responsibility in the clinic:a1 settina 81 the bnoch appI'OIIChcs 
Becoming part of the rostercd service 
Becoming a staff nurse 
STAGES OF COPING 
There are three stages of copiDg, 
Primary Appraisal 
Secondary Appraisal 
Coping 
Initially you enpae in primary appraisal. and you appraiIe or judge whether the 
demand facina you is potcnIiaIIy dIIUH 'i'll. or is indnat mdlor trivial. If the 
demand is apprajaed as Im:lewnt or trivial then the copina procell cads. 
If the Ii1UIIioa is _ as beiDa poecaIiaIly bmDfid or dretrsrina. then you CIJ&IIC in 
IeCOIIdary IppI'IiIIl. and you _ your I'CIOUlaI for de:aIiaa with the IituIIIioo. 11Iis 
II. E I nail is infIucaced by pill CIIIpCIieacc .. by your ayIfaD of beIie& about 
3 
yourself. Your beliefs about the degree of control you have in a situation, your own 
personal effectiveness (self efficacy beliefs), how demanding you perceive a situation 
to be, and the depee ofpaychosociaI support available to you affect this assessment. 
The third phase identified is the coping phase, in which you take what ever actloll~ 
seem to be called for. Coping is dynamic, changing with each situation as ~ "lI 
interact with the environment. 
Consider the followina scenario. 
STUDENT ONE 
Lee lives in a rural setting. with little social contact with other students. On his term 
I essay he had a "0" pass. Lee is currently sitting at home with 3 days to go before 
submission ofhis tam 2 essay. "I am going to fail this" he keeps telling himself. 
Lee has had difficulty in getting started on his essay. He has been working on a part 
time basis, and has been readina a favourite Sci-fi novel. When he went to the 
Ninewclls library yesterday he could only find one relevant journal article and one 
chapter from a book (dated 1976). Lee has difficulty in using the literature searching 
resources. He blames the library for his lack of material. Lee's has little self 
confidence. 
How docs Lee view his present situation? Docs he sec the term 2 essay as 
trivial and irrelevant, or as a threat, or as a challenge? 
2 (fhe sees the essay as a threatIchallenge (delete) what resources does he have 
to cope with this situation? 
3 Will he cope with this demand? 
4 How docs he feci? 
cmotionallylphysically/cognitively 
S What can he do? 
STUDENT TWO 
Donna lives in a student flat with 3 student friends. She gained an "A" mark on her 
term I essay. -I will do well in this essay- she tells herself. She is developing good 
study skills and has been working in her essay for sometime. Access to material was 
initially a problem, but by goina to other libraries, carryina out a literature search she 
found all she needed. She is three days from submission and is working hard on 
editing the second draft of her essay. She is pleucd her hard work seems to be 
payins off, and is coofidcnt about doing well. 
4 
2 
3 
4 
5 
• 
How does Donna see the situalion she is in? Docs Ihe see writina the 
essay as beins trivial met irrelewnt, as a threat, or as a challenae? 
If she sees the essay as a tbn:atIchallengc (delete) what resources docs she 
have to cope with this lituation? 
Will she cope with this cIenuIDd? 
How docs she feel? 
emotionally/pbysic:ally/copitivcly 
What can she do? 
Wbat an tile priadple diften.ea ID tile eopiD, 
behavioDn 
of Lee a.d Do •• a? 
LEE DONNA 
Primary Appnjsal Primary Appnisal 
The essay is seen as a THREAT The cuay is seen as a CHALLENGE 
SecoQdary Appraisal SecOQdary Apprajsal 
Lee has few resources to cope with this Donna bas the matcriaIa, the study skills, 
situation. the support, and the time to cope 
Donna feels under PRESSURE 
Lee is in. STRESSFUL SITUATION 
CQpiOI COPiDI 
Lee's distreu wiD mean that be may DOt Donna's feeliDp ofbeina under prcaure 
cope effectively. Lee drada JCiUiaI his ICrVC to mociVllfc her. She enjoys the 
IUrkbeclt. chaIlcap 
NeptiYelelftalk 
Lee told himself dud be was .,m, to fail, and reacted as if it were true. Donna told 
herself that she was going to do -u. and she sot whit sbc expected The thouahta 
that bolla cxperieDced becIme lOIf-fiIIfiIIiIII. Ed reacted emoIionaIly to the 
thoushts as ifthcy were tnJe. 
5 
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AttributioDI 
Lee blamed the library for his failure to get any materials, and not his own poor study 
skills. Donna saw her own success as being down to her own hard work. 
PaychOlOdaI IUpport 
Donna had the benefit of several student friends with her to discuss her problems and 
to share her 1'CIOUl'CCS. David had no support and was isolated. 
The re .. tio ..... lp betweea pereeived eOlltrol ... d perceived demand 
Both students wm: in a situation in which they perceived high demand. Lee saw the 
situation as a threatenina one in which he had little control. He subsequently felt 
helpless met gavc up. Donna perceived the situation as one in which she had a lot of 
control, and she felt challenged. She incrcascd her cffort as a result. 
Self eflicaey 
Lee had low self cfficacy beliefs, i.c. that he would be successful in the situation. 
Donna showed high self efficacy beliefs. 
Coping reSQurces ip Higher Education; 
Reducing the potential for stress; 
Sccg.rjo gpdate; 
Lee got a "D" as he expected. He was initially depressed and despondent, and 
felt very IOn)' for himself. He knew he had not really applied himself to the 
task in band, but he was at a loss to know what to do. Lee is dreading the next 
piece of submitted course work. 
Donna gained the "A" pass she cxpcctcd. She has began to collect material 
for the next assignment. 
There arc scvcral ways in which a student, such as Lee, can help themselves to cope 
more effectively with the stressful situations they face. 
Orpajaial oae'. world better 
When you first IIart to ItUdy it is often difficult to decide what needs to be done, and 
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when you should do it Often a areal deal of time is wasted when you start on several 
things at once and seem to get nowhere. Many studeota, sucb as Lee fail to orpnise a 
well thought out plan of action, and introduce IOIDC purpoIe to their study 
SettiDlaside a place to 1tIIdy. 
Many students find it helpful to let aside a place for rquIar study. A place in which 
they are able to work undiItUrbed, with spece to lay out files and boob, with 
adequate he8tina and ligbtina. If you c:.nnot let aside a rquIar study spot then you 
may find studying rather fruItnding. 
2 TI.e ......... 
Seven deadly sins of time millD8M....,.m have been identified. 
1 
2 
3 
4 
5 
6 
7 
Confusion: 
Indecision: 
Diffusion: 
Proc:rastiaation: 
Avoidance: 
Interruptions: 
Perfectionism: 
Where lID I going? 
What Ihould I do? 
Mental and Physical overload 
That will keep for IIIlOther day 
Escape to fantasy land 
Getting stated is the bard part 
I was raised a perfectionist 
Lee has problems in IDIIIIIgiDg hit time. He find diffic:ulty in finding time to study, 
and in using the time be bas effectively. How does this relate to you? 
U FiDdiDl tiae 
Many students find that they have a range of competing commitments which 
make it difficult to he time to study. Mature IbIdents with families may find 
particular difficulty in SIIisfyiDa the demands of family and academic coune. 
All of the c:ompetiaa COIIIIDitments In: important. Adding study time to an 
already busy life means dill the student must become skilled at juglina 
commitments to cteate enouah good sized chunks of time to study in. 
ACI1VITY 
• Using the study chart provided work out the toIaI study time you can 
reasonably expect to let aside and wb= in the week it falls. Try to 
identify where cIuba In: likely to occur and where you have to c:ut Melt 
on some ocher thinp. 
• Have you identified suffic:ieat time in the week for the wide rqe of study 
activities you need to c.ry ~ 
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If not it might be helpful to identify some of the time consumers, and plan to 
reduce some of these. It is important to emphasise that you should do 
whatever you want with your time. If however you feel that you arc nnt 
accomplishing what you might review the following list. 
Talking with friends 
Talking on the telephone and telephone interruptions 
Daydreaming 
Watching television 
Sleeping 
Listening to music 
Visitors 
Reading other material 
Cleaning living arealdoing washina/household chores/shopping 
Playing sportsIbobbies 
Partyinglpubbing 
Eating/snacking 
Procrastinatingworrying 
Others 
2.1 UliDl time effectively 
Some students find difficulty in finding enough time to study, and additionally 
have difficulty in using the time they do set aside effectively. By not being 
able to decide what to do in study time then it is difficult to be productive and 
efficient in the time you manage to set aside. 
To use study time effectively you need to develop ideas about bow much 
time you need for a particular type of task. For example reading for an 
essay will require a substantial chunk of time, and would be most efficiently 
carried out when you arc fresh. Organising notes or reading over a draft of an 
essay can be fitted into odd moments through out the day, or when you are 
more tired. 
• DcftDial taska 
Many tasks you In: required to do are quite M8kly defined, i.e. writing an 
essay. There arc many tasks involved in writing an essay and it is down to the 
student to define these tasks for themselves. 
The first thing Lee must do in order to manage time effectively is to gain an 
overall idea ofwhat you hope to achieve in the week. You also need to define 
smaI1c:r tasks such as -reading the artK:le on sleep- so that you can decide how 
much time to give to each task so that you can manage yourself. 
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Such an approach would enable you to: 
-pt yo.neII_ned 
-keep yo.neII plllJ 
-decide _Ilea to atop ad lIOYe _ to aodler talk. 
ED_"" of.Iady ........ y ........ lit YOlineililld.de; 
oread the next two chIpcen of the text you are studying 
emUe nota on an a1ic:Ie you have receat1y rad 
01Ol't out and file the nota you have rude over the lut few weeks 
"plan your next eaay 
-browIe in the libnry.looJdna for UICfuI artiel. and books 
ogather topther notes end idea for you eaay 
omaJte a first draft of the maiD lOCtion of the eaay 
omake contact with other IludeIltI 
oattend clul 
ogo over your ItUdy planI for the next week. 
Time mauapment and taIk........,meat Ire clolely tied tDptber. 
Once the talks for the week have been identified then the ICttina of priorities 
is possible. 
EXERCISE: SETflNG PRIORITIES 
My priorities for the week 01;, __________ _ 
PRIORITY A: MUST DO 
PRIORITY B: SHOULD DO 
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I 
~ I, 
PRIORITY C: NICE TO DO 
b Prev.tial proerutiaatioD 
Procrastination means that you put off doina something which you must do. 
For some people procrastination takes the form of difficulty in starting 
something. and for others it takes the form of having difficulty in finishing 
somethinl. It is a combination of thinking and action. 
Here Ire lOme auidelina which may be of use to you. 
I Be aware of procrastination self-talk. Substitute new self-talk. 
2 Prioritise. and selectively procrastinate. 
3 Break large talks into smaller ones. 
4 Set intermediate deadlines. 
S Block off escape routes, i.e. diversions and escapes. 
6 Remember that momentum will carry through the task once 
started. 
7 Start. 
S Chip away at small tasks 
9 Consider each step toward your goal as an accomplishment. 
10 Stop perfectionism. 
II Set aside blocks of time to catch up. 
12 Finish tasks before starting others whenever possible. 
Procrastination self talk 
I don't feel like it now. 
~'s still some time. 
I'll do it later. 
This other thing is more important 
I'll be better prepared 1ater 
It may 101ve itself ifl wait 
I need more information 
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Take action talk 
Lets get it over with. 
It's already late. 
Just do it 
They will be pleased with what I ha\'<: 
done 
It will be fun once I get started 
Once I get started it will go quickly 
Ifl don't do it now, I'll have to do it later 
SUlDlDary: -TipI for eII'ecdYe ......... __ 
I Establish a well dcfiDecllDd reuoaabIe 1CbIduIe, ODe that you CID edbere to. 
2 Bqet time to prepa for ..... .,..,..._ all eqmiMticw 
3 Budget time to take C8N of aU your other penoaaI reaponaibilitia 
4 Study coune nota .. 100II .. poaible after eKh clua, rather than Wlitina 
Wltil the !at few days befcn the exam. 
S Give difficult IUbjecta .. _.ed timeI with the fewest poaible 
interruptions and diltUrbeDcee. 
6 Reserve time for leiJure ectivitiel, IDd make sure you don't study duriDa thae 
periods. 
7 Stick to yOlD' schedule and reWIId younelf for baviaa 8Chieved yOlD' 
ltudy goeb ia the aIIoaIted time. 
3 I.pnmaIH • .-ef ......... eeatnl 
When life becomes streuf'ul. people who IIIck • ItrOD& __ of penoaaI control may 
stop trying and think, "Whet is the poiat of ta)'iDa. WbM'. the ,-'-. IDIfeId of 
feeling that they have power ... COIIIIOI they feel helpIaIlDd ahid that their eft'orts 
will lead to failure and embmaanent. 1bia outlook incnIaes a penon's poten1iaI for 
stress and can have a neptiw eft'ect on their health. How CID a penon's __ of 
personal control be enhanced? 
One strategy which CID iDcreeae • penon's percepCion of control, IDd of penoneI 
effectiveness ia to increaIe the penon'. __ of IDIIIay in that difticult situation. 
One strategy to reduce the poteIIda for dIIIIeID iD • situation wbicb caaot be 
avoided. e.g. writing an CIa)', or beiDa. atudeat ia ..... is for the penon to 
compeaute tIlroqla self ... .,.... ._t. ODe way to cmtpC"ute tbrouP .If-
improvement .. a student is to be to Ieem study atiUs, (_ ICUdy Ikilla handout). A 
further atratqy would be to increaIe the effectiveness of our commuaication. 
3.1 Copilil witII ......... 
When &cina difticuIt lilllllioal our emotioaaI IapoDIC can affect the way M 
communicltc. Our COIwlUik'alicID IkiIlI may ..., affect the outcome of many 
situatiooa, and may play .... pm in our ~ emotioaal MaCCion. 
L Co_ •• IatIa .... 
Effective c:ommuaic:aIioa Ikillalppliod iD a diftic:ult Ii1uaUon can bdp to reduce the 
likelihood of a penoo experieDcinc disIrea 
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eAIHrdveaeu 
Do you tend towuds being pusive, are you assertive, or are you aggressive in 
difficult situations? Ocncrally assertiveness is desirable behaviour for reducing 
tension, for preventina a build up of resentment or anger, or for preventing someone 
imposing themJelves upon you. 
Wllat an the .pedftc cJaancteriltia of auertiveDeu' 
EyecoDtad; 
HaDdlata .... ; 
'Oltan; 
Volceft ........ ; 
.. I ..... tnIea .. ; 
Sltol1 HDteaeel; 
'a .... for feedback; 
Steady eye to eye contact while speaking 
Use strong gest\D'es to emphasise important 
poiats. but don't over do. 
Sit or stand tall and straight 
Maintain a firm volume tone and pace. 
"I need", "I would appreciate .. "I feel" rather 
than a pusive, "Don't you think .... or an 
agressive, "You should ..... 
These are clearly understood and imply 
finnncss. Don't ramble. 
Emphasises poiats and gives the 
opportunity to reply. 
E,cn;jac: POIjtjyc SclfT.lk for AgertjVCgCII 
Can you add yOID' own self statements to this list 
e 'reparia& for HIf auertioD 
"No negative statements. I'm just going to express my feelings 
I'm not going to apologise for who I am." 
e llaadliac aD aaertive eaco_ter 
"I have a perfect right to exJRSS my feelings". 
"It's alright to feel nervous. "That's pert of being in a new situation". 
e Girilla , .. nella pat OD tile back 
"I'm rally glad [ wu honest ... 
"I'm still feeIins a little shaky, but I did ill deserve a lot of credit". 
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REI lAXATION 
APPLICATION TRAINING 
What m your praent IOUI'CeI of diICNIIlDd cIiIcomfort? Lilt the three CODCeIDI that 
are uppermost in your thouPIIlt this time. 
2 ____________________________________________ __ 
3 ____________________________________________ __ 
RELAXING IN DIFFICULT SITUATIONS 
Now that you m able to relax in pae..m surrouadinp. you can try applyiq tbeIe 
skills in more diffiadt sitllltioaa. wt.a you woukIlIOI1II8IJy expect to feel feDIe or 
under pressure. 
Now that you can relax in • v.-icty ofwaya IDd ll'e1Dlft aware of wbeo you are UDder 
stress, you may have notiClecI1bId dIa are IOIDO IituatioaI or ~ wbich 
cause you to feel perticulaiy teaIe. 
IDENTIFYING DIJi'FlCULT SITUATIONS AND PLANNING TO COPE IS 
THE KEY TO D'RC'I1VE STRESS MANAGDfENT 
PRACTICE: 
IdentitY ICMIIeeS of ..... It ....... PJ.a to UIIe your IppIied reIIDtion skills 
in tbac situlltioaa. 
2 Repeat the procell o( ....... 1tnIfeIies (or Lee for youneJf. Put 
your sugadoas into pncdce. 
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Study skjlls learning 
'-' 
Study skills include. ranae of ctiftiIeat acdvitiel and ~tiea. Some study IkillI 
are ... bitI of work, i.e. the way you .. out yow' IabIe, willa you take your ..... 
Other c:apabilitia which you need .. techIIicps for ~ .,.rticuIIr tMb 
can be tbouaht of II .......... i .•. tile ........... 0iiCh you take to prepere III 
essay. 
Such strItejies are developed by ....... OIl yow' JIIIt experience, by tryina to 
predid future needa and by ....,.... till __ avaiJIbIe to you and determiJIiaa 
how to \lie them eft'ectively. 
• Read ................ 
When you read materW for writiDa .. .-y, wbae do you ... it? What IDIderiaIa 
do you have to band lit die time? Do you have • dic:tioury to band? Do you have • 
pen and paper to band? Do you write II you read? All of tbae tbinp will have .. 
impact OIl your effec::tivenas. 
Rcadina for study purpo8e8 is IlION dian limplY ..... your eya OYer huadJecIs of 
words. It is • let of pracdceI wbicb you cle¥elop to eaable you to .... with the 
ideas within the text. 1beIe DNdiceI iDclude acdveIy; 
defining your task .. you let out to ... (the IIUIIIber of .... to ... 
toniabt)· 
IIIIderlinina or bigbliptiaall you .... II appropriate. 
taking nota where ~
stoppina to 100It ahead or back ill the text when you 10ee the thread of the 
IrJ1IIIICII1. 
cbec::ki,. across to od.-lOUI'CeIlI DOC ell.Y. 
monitorina YOUI'......- fiom time to time. 
chanaina your ..,.. ...... II DO( ell. Y. 
Taltina notes fiom text beIpI you to .... , .......... II you ... or listeD. It 
helps you to make ... of tile __ You haw to ........ ill ,our own WOlds 
the ideas in the text in • way ....... __ to,.. Takiaa notes ill Iec::tures is 
eaentW, it requiIa you to be IbIe to ..... and ___ of the IrJIIIDCDt beiDa 
pracnted. to .... about whit ilbeiIw..w. IIId tbeD to _the DOteL 
t 
Takina notes lets effectively u • kind of external memory, an extension to the 
memory ClpllCity of your mind. Takina notes acts also u • symbol of progress. 
Takina notes is euentiaI in drawina toaether ideas, and is an essential part of 
coftltrUctina III euay, and making IeIIJe of. course. 
b Ellay wrttt.t 
Good euays IIIIwer the let title. A helpful nate is to write the essay title across the 
top of the openina pep to help you to stick to the title and to assist the reader. A 
aood e.ay drawl on the reIevIIlt perU of the course for the main content of the essay. 
and shows. aoocl paIp of the ideas in the COW'Ie. A good euay does not rely heavily 
on copyiDa out seaments fiom the main texts. It presents • coherent argument, with 
an objective and analytic style. A aood essay is one which is easy to read, it is one 
which is writterl in • clear and succinct style. 
There are many staaes to writing .. asay. 
2 
3 
4 
5 
6 
Taldai ill .... title: Underlining the key words in the essay title and thinking 
about it over • period of days. 
G.tlaerial .. terIaI: Gathering ideas on paper, quickly jotting down 
thoughts. sample sentences. 
P ...... : Orpnising your notes into a simple outline plan. 
Fint dnft: Writing. first draft talking through yoW' argument with your 
ader. 
Reriewia&: Reading over yoW' work in the light of the essay 
c::onecIing errors aad omissions. 
title and 
Flul dnft: Writing a final draft, paying attention to legibility and general 
preaentaIioo. 
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PREPARING FOR THE EXAM 
Fin .... k ...... • ... n·· 
When should you tint IIart tbiIIIdDt Ibout ..... your prepII'ItiOlll for the cum? 
There is no correct answer to IbiL ... people ICIIt tbiakiDa IIId PIlDniDa 2 montbI 
before the cum. Otben Ieaw their reviaion to the ... two weeb before the cum. 
The comet time to IWt tbiakiDc Ibout CCIIIIIDeDCiIIc your pNpII'MioD depeadI 011 • 
number of tbiDp. 
Your COIIIIDitmcats iD IddidaD to IbIdyiDc. _ tbe time you C8D .... for 
m'i1ioD. 
Your penoaaIlt)'le of IIIUclyiat. You may be C8p1b1e of. p .... ined period of 
revision, or you may .... albact iDtertIiw bunt of eft'oIt prior to the exam. 
• Your commitmeat to the coune. 
It is a good idea to start thiDIdD& about the cum • couple of months before the cum, 
even if you do not start revisina UIIIil.... If you were jUIt to jot down III initial pIIIl 
of how you intend to fit in additioDII bIocb of Itudy In the ... few weeki of the 
c:ountC, this would be a usefUlltart. It would provide • startina off point, • shift in 
your focus from coocentratiDa OIl .. class • it hIIppeas to t'ocusiD& on developiDa 
III overview of the whole Common PouadIdioo ProtrImme. 
Dipk ............... ..... 
Looking at the mock eumiMtinD .... is 1Il-.dai1ll'lllle&Y. Your fint ...,. lit 
the different IeCtioas may '*- ,our paIIe to lICe. Bat doa't worry. UDIil you law 
done some ICrious rm.ioa. you may DOt CYeIl be able to plio how to IIJIIlnMICh .,.. 
queIIioas. 
When thiDkina Ibout wbIIl to 1IUdy, ,our eftOrts will be pided by the IIIUC:bIIe of the 
eumitwtjoa This will Ibow you bow 1be queItioaI_ let out. 1be cIift"erem IOdioas 
of the s-pcn. bow eadl .... wiD diftir, _ wbIt IOIt of IquIp is uIOd ill the 
questions. Are there qUlllioal for .:II IIII!ior IOCtioD of the coune. If 10 tbcD dIis 
will guide your IeVision II1'I*I1. 
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Die ................. . 
In the last few wccb prior to your exam. what time do you have available to you to 
fit in additional m'isiOll? If you find difficulty in identifying where you will fit in the 
extra INdy, whIIt will you do to create the time? When you do identify time fur 
m'ision, will you be efficient in usil1& the time? 
r ............... .. 
Drawil1& up • plan for m'ision Ihould include makil1& • detailed timetable of the lust 
few weeb of the course enablm, you to identify the number of hours which you can 
reaonably expect to let uide. 
You cantbaa allocate • proportion of this time to INdy the Jut put of the course, to 
practiIe cum questions, end for the fiDallta&CI of your preparation. The remaining 
time IhouId be divicled into equal parts for each of the areas of the course you have 
decided to revile. 
Fill in YOID' timetable with • rough ICbecluIe IhowiDg bow you intend to spend your 
time. You may find that you do not stick euctly to the schedule, but that the initial 
pllll helped you to get started, mel focused your attention on the task in hand. As you 
find yOlD' self deviating from your initial plan you can readjust your schedule 
accordingly. 
RcyWop ekilh; 
Revision is all about orpnising mel integrating. or pulling together, the information 
praeated durina a course. Revision is not primarily about memorising the whole 
course. It is about fitting the different mel separate parts of the course into an 
orpaised whole. It is about understanding the course. Without going through the 
process of revisina a course you would quickly forget what you had learned. 
Revisina belps you to make sense. aDd reconstruct the course for yourself. 
t;catq .... 1ad 
One ofebe most impor1IDt tasks you will haw to do when preparing to revise is to get 
your course DOtes orpai8ecl. By spending time initially in sorting out the course 
IIIIteriIl into piles will remind you of what was covered in the course, and how the 
different themes were orpnised. Once you haw orpnised your material you can see 
easily what you have mel ~. 
" 
Prcdictiq .... 'or mWere 
Should you try and revile the toa1 coatGat of the coune? Bcmna in mind that you 
have 18 moatbs of coune work to rwvt. it ..... __ to develop a 1IrateIY. 8y 
initially orpniliDa your notee. aad baviDa ~ ........ - the IINCt\n aad IIIItUIe 
of the examinItion you IDUIt make a few deciIioaI 
You must decide what you abIolUlely .... revile, aad tbea identify what you would 
like to revile if you had .. .aimited IIIIOUDl of time, aad lIItly decide what you caD 
afford to ...... completely. 
A aoocIlIId powerful IIndeIY which will help you to prioritiIe in this way iI to 
identify one or two c:eaIraI qUIIdoaI ill -=II IICdon of the tbemo you lie JWiIiDa. 
This will enable you to ........ whit this part of the coune WII aU about, aad 
more importady will alert you to the kiDdI of qUIIdoaI dud ooukl be libel. 
I.k ............. m_ .. z ' 
When beJinnina to revile it illaapoIWIt dud you do DOt simply try to memoriIe your 
coune nota. TbiI would be iDcredibly boriDa. but more importudy would DOt 
enable you to tbink in the..... You will Med to be able to tbink iD the .... aad 
not just recite coune nofeI. 
When revising therefore it is .. acelleat IIrateaY to work with pen in baDd aad create 
new notes. 
MakiDa v«'J c:ondeaIed DOIeIhIIl boob aad DOIeI on a p8ticulIr topic 
Extnct the main poiJdI fiom tbeIe coodeIIIed DOtes to produce a IiDaIe 
IUIIUIIIIrY sheet of"-'inp with key pointslDd .... for 1bIt topic 
Havina dooe this for • IKtion of the coune tKe all of the main headinp 
from all the topic ~ IheetI aad pmduce aliD8le master IUIDIDII')' sbect 
for the whole CGIIIDOD F ....... -oa Pmat--.. 
woctaaa in this I)'IIenIIIic way will eDIble you to "boil down- aad COIIIIca.e the 
course into a form 1bIt will be of .. to you in the .,..,linetioa, You will WJdei ...... 
the scruc:ture of the coune. mKe Iinb between dift'eraIl J*U of. topic, aad be mle 
to think effectively in the eqmjnetjoa 
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sltogld ,AI to to auwct the .ock P'. flY"'U' 
AnIwaiDa put and sample examination questions is a very useful exercise to do. 
You may try to answer the questions in full, although this will be useful. it is also 
time conswnina. An alternative sttategy is to rehearse the first vital few minutes of 
workina on an examination question. 
Give yOUl'lelf 10 minutes to produce 1ft outline answer to a question, and the IOl.lk 
beck at the coune work to lee what you have left out. As you answer each question 
uk YOUI'Ielfthe follGWin&; 
What iI the question aettina at? Underline the key words in the question. 
Which IeCtion of the c:oune does the question relate most directly. and to 
wbicb topic in particular? 
What would be • aood order to take the points? Sketch an outline of the 
content. 
Gainina pgctice at -tbinkin& on your feet" is euential in your preparation. You 
probably need more practise at Pimnina the ItrUcture of the examination question 
rItber dIID praodIe at writina tbe questiou out. Havina said this, part of your 
preparation could include writina out one or two answers in full apinst the clock. 
If you run out of mock questions to answer, think up lOme examination questions 
yourscl~ aad practiJe answering them. 
GcUiaI .... nd III" .. tile Igt fm ... 
In the last few days before the exam you will be building up to a peak of preparation. 
Your coacentration will be at its peak. You will feel keyed up, and ready to go. You 
will DOt feel relaxed. 
The last few days are about gctti.ns your plans into your head. They arc about 
windiDg yOW'SClf up for action. By going over your swnmary notes, by having 
practised mock IIISWa"I you will have done the majority of the thinking which 
sunoWlds an examination before the wonderful day. On the day of the examination 
you will enter the arena a highly organised. efficient and practical thinker. 
As you set oemr to the examination, the type of thinking which you are capable of 
will c:Map. It is likely dud you will be less efficient at the deep analytic thinking 
which you aeecIed to orpniJe IDd c:oadcnIe and make links between the topics you 
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were revISlna. You will be biabIY eftlcieut at worIdDa at the routine tuk such • 
checkina over nota. and practiIiDa ......ma quesUOIII. 
Don't leave baic revision unlil the ... few days before tbc examination. You will 
become depressed and may lit iDto • paaic. PlaIa to switch your mode of work, i.e. 
from deep thinkina to the more routine .... in the ... few days before the eum. 
SlUING mE JlAMlNADON 
Gcttiqtlacn 
Make sure you are cl .. about .at of Ibe cIIIIiII MRIUDdiDa tbc eqmjnetjon ia pleaty 
of time. Don't leave it uadl Ibe ... few days before )'OU ftad out were _ wbIIl 
exactly the euminetiOll is held. MIa ... you leave eaoup time to aet there without 
any last minute paaic:I. You IbouId aim to miw It die eqm feelina calm IDII 
unruftled. 
Wajdp,o.g", 
For some people this is • diftic:ult time. Speakina to other ItUdenta who are anxiOUI 
may raise your own anxiety leveII. 'Ibis it • particulmy important time to monitor 
your self talk and the mental imapry you miPt ..... ilL. You sbouId use the huIe 
and Question method to replace .., JIIIIdive Ielf talk with positive and rea1iJtie _If 
talk. The mental imagery tbIt you employ IbouId be of • ItUdent IIIIIIta'iDa this 
particular challenp. 
Gcttia, ...... a·· .. · .... = 
When you enter the eumjnltlgn room)'OU have to be ready to wort at peak 
efficiency. You have tine hours to deJiwr your belt pI""'ad;" ofall the wort you 
have done over the last lllDOlllbL 
lkada·· .......... _ 
When you tum over the eumi ..... pIpCI' tbc _ oftbc cumjnetion sbouId 
not be • surpUc to you. You...,. fiDd it cIifIic:uIt 10 1IIb ia tbc 'WOI'Ck 011 tbc pIpCI' 
initially _I you.ale,.,....,.cIowD. YOIIIIIiIbt lib to ICIIl dnaP Ibe...,.. to 
put licb apinIl poaible quaIioaIlDII aUIIeI ......... you will defiDiteIy 
notaaempt. 
1 
Sarch out the questioas wbic:b you have prepued younelfto answer. It will be 
better to attempt • question in an area with which you arc prepared rather than attempl 
to -waffle" your way throuah an unrevilCld area. 
Sla"'".rttc 
It may be • ,ood idea to find • question whieh you know you arc going to attempl. 
and just IIIM't to __ it. You miaht like to start with your best question so as 10 
settle you down. You will need to think about the wordina of the question and jol 
down. few nota before startina to answer the question proper. 
1,,·Ie',., .udAl 
UnderIiDe the key words in the questions you intend to do. This focuses you at the 
start OIl producina • preeile anawer to the question, rather than reaurgitate a list of 
vaauely relevaat pointl. The words you underline arc the ODCI you have to think 
earetWly about when orpnising the material you intend to present. 
Onc:c you have identified the key words in the question. your next task is to identify 
thole sections of the course and topie whieh you think the question is looking for. 
When you have. briefprcliminary list (think back to your condensed notes) you can 
decide what to iDelude and what to leave out. 
At this point you must be careful to remember to plan your answer in such a way that 
you anawer the questiOD and that you don't just list what you know. Taking time in 
tbis way to plan an effective answer to the question is time very well spent. 
Drwwiq.D' d. pIu 
You willllOw be well acquainted with the structure of the examination. and the three 
hours allocated for answering the questions. How much time will you allocate to read 
the paper? How much time will you take to plan each question? How much time will 
you take to write each answer? Make a PIan. and then stick to it. 
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LESSONPLAN 
I1ILE& sa-MJlua-t for ..... N ..... (W".). 
Slnregles for the IIUdeat ill HJaW EducIdioD 2. 
TARGET: Experimental f*IIeipmIa. 
MODE;. Activity. Dilc:unive, Expoeifory. 
AIMS& To exunine bow IIUdIIIII cape ill difllcult .ituIdona rel8tecl to their coune. 
LEARNING QlUCOMlS 
Followina Che worklbop ud Ibe pr8CIice the IIIICIIat will have bid the opportunityl be able to; 
To explore Ibe experieDc:eI of ....... tIIkiDa-iDIIIou. 
2 To identify Ibe C8UNI .... ,.."...... of _iDIIiaD _lety. 
3 To plan to \lie ..,plied reIauIiGa ill cliftlcult ..... life 1iIuIdoaI. 
SoIIras or •• teriIIl: 
PI-6 Taken and adapfecI &om NonIedp, (1990, p205-211). 
P7-s. Adapled fiom He'- (1990) 
pa-II. Dealinawilbexunillldoll.xiely, ....... &om Sc:IIa&r, (1992. p416-411). 
PII-12. STIRR IUen and acIIIpCed &om ............. (1917). 
P13. Relaxation 8ppIlcadoa ................ fiom o.t, (1917). JaIIuIoa, (1987). 
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STRATEGIES FOR THE STUDENT 
IN HIGHER EDUCATION 
In session 5 we highlighted IOIIle of the taxing aad challenging demands wbich ere 
faced by the student in higher educatioa. We looked at study skills in general aad at 
essay writing in particular. We Iookod at ways that the student can reduce the 
potential for stress and distress by becoming men orpnised. 
We looked at the followina topics: 
Setting aside a place to study 
Time management 
Improving one's ICDIC of pcnonal control 
-Study skills learnina 
-Communicatioa sIdlla 
• As8ertiveDOll 
One major source of IItreu in the life of • student iI the whole procell of Iittina 
exams. Sources of distress SUI'I'OUDdina sitting an exam include; 
deciding what to study 
IDIII1I8ing study time 
dealing with ocptive thouabts surrouncIin& 
the examination in poenI 
anxiety sunouadin& the examination in poeral. 
T oday's session will look in pm1icuIar at the preparations • student can UDdertake to 
manage the stress of siUina an examination effectively to produce their optimal 
performance. 
WHY DO WE NEED TO HAVE EXAMS' 
Most people have at some time lit an examination. It might have been when you 
were at school, and was an e.umi"";'" of your violin playing ability, or to test your 
swimming proficiency, or it might have been to test your proficiency on a bicycle or 
at driving. 
We all have experienced exanUaations at tcbool, ad can ~ the "mini-cri8es" 
that the examinations produce. Euminadoos let tqetI for UI to pas. They create 
pressure for UI to learn aDd intepItie information 1iom • c:oume, and provide an 
opportunity for us to perform ad demousCnfe our acbimmads. Examinatioas, 
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though difficult and challenging, give us an opportunity that we would not usually 
have to pull the whole course together. 
Just as a performance artist must prepare for a first night, or an important 
performance, so you as a student in higher education must prepare for your important 
performance: 
• 
THE 
EXAMINATION! 
EXPOSING THE MYTHS SURROUNDING 
THE EXAMINATION 
FAILURE WOULD RUIN YOUR LIFE 
Students enter the educational process with the idea of doing well. Examinations and 
other summative coune work focuses your attention on this wish to do well. To do 
well in a piece of course work or an exam meets this expectation. Conversely, should 
a student do badly on a piece of course work then this can cause distress and provoke 
anxiety. Wonying about the consequences of failing an examination can cause 
considerable distress to some students. 
Failing an examination is not the end of the world. 
Keep your anxieties in the proper proportion. 
• THE EXAM COULD EXPOSE YOU AS A FOOL AND A FRAUD 
Many people harbour the idea they do not fully Wlderstand all of the course material. 
With regard to certain parts of the course a student may feel that their lack of 
understanding will be exposed by the examination. Many students also feel that the 
examination is designed to expose their weaknesses, and that following the 
examination they will feel "stupid" in some way. 
Everyone wants you to pass, including the examiner J 
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YOU SHOULD READ EVERYTHING IN THE COURSE BEFORE 
YOU AlTEMPT THE EXAM 
It is better to consolidate what you have studied over the months of study rather than 
to desperately try to catch up on area of the COUI'Ie which you might have missed out 
on. 
Don't worry about what you haven't clciMaunD, the COUrIC.·WOrit out hoW to make 
the best UIe of what you haw done 
IF YOU HAVE NOT UNDERSTOOD WHAT YOU HAVE READ IT 
ISN'T WORTH TAKING THE EXAM 
If the course is a challenge to you It 111, tben it sbou1d DOt be surprising that you do 
not wtdcrstand every single idea, coacept or IIJUIIICIIt praeated over the last 18 
months. The exam may be just die inccaIive you Deed to CODIOlidate IDd master some 
of the more involved topics. 
No one Understands cvcrythiaa. 'I'beN.n bound to be area in which you feel 
UDder prepInId .... coalbIed. 
EXAM PAPERS ARE UNREADABLE 
Your initial g1anc:c at the specimen eumjllltjon paper may cause some anxiety. The 
questions may look: very broad IDd wgue. You sbould remember that the quesIioas 
arc designed to guide you to a pertieuJao part of the coune, IDd a specific topic, wi1h 
out answering the question for you. So somewhere in your studying lies the answer to 
the particular examination quCstion. Wbaa you initially lee an examination paper you 
should identify which part ofdle coune die question direc:tiDa is you towards. 
Don't panic when radiDa exam s-pen. The questions are 
IiDkcd to IOIDCtbina you haw covered OIl die coune. 
You just haw to work out the IiDk. 
EXAMS ARE FOR PEOPLE WITH A GOOD MEMORY 
Everyone of us bas a good memory. Exams lire not intcDded as a tat of memory. 
The purpose of the exam is to aiw you an opportunity to show how well you haw 
understood and gruped the idea in the COUI'Ie. 
lE~ teod to be about-What ~-~ ,;- tbIIl what you can rcmcmbcr·1 
Getting your coune DOtes oqpaiIed wiIllOlt memory out. 
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• EXAMS ARE FOR "SPEED MERCHANTS" 
Can you think, and write quickly enough to pass an exam? With regard to thinking. 
you should have done most of that prior to the examination. You should have 
organised your ideas, and planned your examination strategy. With regard 10 
handwriting, if you can write 500-700 words in 40 minutes then this should enable 
you to get down enough key points to score well. 
• 
Speed in an exam is to do with having a clear plan as to 
how you intend to usc your time. 
YOU HAVE TO REVISE UNTIL YOU DROP BEFORE AN 
EXAMINATION 
You may have heard of examples of students who have spent the last few days 
revising solidly before the exam , as their only preparation. It is not the case however 
that all of your preparation can be done at the last minute, particularly if you are a 
mature student with other commitments. 
You probably will do a lot ofworlejust before the exam. 
You will need to do it in a planned way, using your time 
efficiently and conserving your energies. 
Don't tum your life into a misery just because of an exam. 
CASE STUDY (Lee daeribiDg bit CFP cum experience) 
On the morning of the exam I was actually sick when I got up. I had been worrying 
about this exam for weeks. I was O.K. travelling to College, as the journey took my 
mind of the exam. M I stood outside of the exam room I didn't speak, 1 was 
dcspcratcly trying to remember facts and figures, and I was conscious of my stomach 
churning. I was thinking about how poorly I had done on my course work. "I really 
have to pass this exam, or else I will end my nursing career here!". 
When we were called into the examination room, my hands started to shake, 1 started 
to sweat. my mind went blank, and I started to panic. I just wanted to get up and run 
away. 
As I sat at the desk writing my name on the sheet, I knew that I will not be able to 
answer the questions, I was almost telling myself that I would fail. 
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When I turned over the question paper, I read each question in tum, taking my time. I 
knew that I could not answer each of the questions before I read them: I sat for the 
first 20 minutes tJying desperately to think how I would answer all of the questions. 
I started to answer the first question, wrote IOIDdhing for 20 minutes, and then 
stopped. "I can't answer it!" I started on another question and again only got balf 
way through. I repeated this for the four questions, and then spend time jumping 
between the questions trying to answer all four *. 
Half an hour from the end my mind went a complete bbmk, and I just sat there 
waiting. 
I knew that I have failed! 
When time was called all of the information whic:b I had spent days and weeb 
learning came flooding back. 
What can I do? 
MANAGING THE STRESS OF 
EXAMINATIONS 
EXAMINATION ANXIETY 
Lee's description of his experience sittina lID examination demonstrates the two 
components of examination anxiety. There is~ 
A thinking or worry component, whic:b leads to thouahts about the 
consequences of failure. 
2 An emotional compooeot with UIOCiated unpleuant physiological and 
emotional reactions. 
Lees description ofhis cxpcrience bighlights the ditfereat types of examination 
anxiety. 
TYPES OF EXAMINATION ANXIETY 
• Pre-euaiaatioll auiety (d ...... nrisiH) 
Lee's general anxiety surt'OUIIdiD& UIICSIed work in gcueraI .... 1ed him to feel 
helpless, and to give up tryiaa. The talk of ICudyioa for the c:xamiMrion is one wbic:h 
he feels is insurmountable . 
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Immediately pre-examinatioD (at the door) 
Immediately before entering the examination hall Lee's levels of anxiety reach a peak. 
He was suffering cognitive, emotional and physiological distress. His behaviour was 
also affected, he was pacing up and down, bumping into things. His behaviour was a 
direct response to the increased tension he was experiencing. 
EumiaatioD erila. 
The crises commenced immediately he enters the room. His hands started to shake. 
he wanted to avoid the situation and run away. His mind went blank. He forgot the 
little that he has revised. He had no clear plan for how to approach the examination. 
His poor examination technique lead to him spending large amounts of time sat 
staring into space. 
EXERCISE; 
How might Lee have been helped to be more successful in this important exam? 
Consider the steps in the ClWDination procedure. How might Lee manage the anxiety 
he feels regarding the ClWDination? 
• Dealba, with aDXiety sarroDDdiag the euminatioD 
Lee suffers from exam anxiety. He begins to worry about the examination weeks 
before it is due. As the day approaches he begins to become more and more anxious. 
He tells birnself that he is going to fail, and he frequently worries about the 
consequences of the failure. As the exam approaches Lee begins to dream about the 
exam and how badly he is going to do. The night before the exam Lee cannot sleep. 
• Lee does not even seem to understand the format of the examination. 
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CAUSES AND PREVENTION OF EXAM ANXIETY 
Causa aad PnY ..... olEu.blatloa Auiety 
CAUSES PREVENTION 
1. Inadequate preparation 1. PaciDa and planning 
2. Negative self talk 2. Using realistic and positive self 
talk. 
3. Negative mental images 3. Using mental rehearsal 
4. Physical tension 4. Physical telllion 
S. Inadequate exercise, nutrition. s. MinimiaiDa mmdaptive and 
sleep maximiIin& adaptive coping 
behaviours 
-Had Lee prepared more effectively, bad be started daiaking about the examination a 
couple of months before the hia day he 1WOUld DOt have been overwhelmed in the way 
that he was. Had be made a timetable for revising. selected the parts of the coune he 
was going to revise, identified the ccmnJ questions in the course. conden8ed his 
course notes, had he tho. up qucstions which miaht be uked, bad he practi8ed 
jotting down outlines for anawen to questions, bad he practised writina out IIIISWaI 
in full against the clock and bad he kept in touch with other students be would have 
experienced less distress. and be wouIcl have performed more effectively. 
• Had Lee used positive and reaIiIdc: self talk rather than the negative and self 
defeatin& internal dialogue. then he would have experieDced less distras. 
SELF TALK 
Nepdve MIt talk POIIdYe ud reaIiItIc MIt talk I 
I am aoing to fail this exam 1 
I don't undentand life sciencea ., 
I can't see bow to answer the Social and ., 
Behavioural mock question 
I will not match up to the exam ., 
There is too much to learn 1 
Exams are unfair and desiped to IDIke ., 
me feel bad 
~----
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'Lee has been thinking about and visualising his performance in the exam setting. He 
can only picture himself having problems at each stage of the examination process. 
IMAGERY 
Nepdve images Positive imagery 
Sitting in the examination and not being ? 
able to understand any of the questions. 
Sitting in the hall and goins blank. 
Being the last one to start writing. ? 
Being the first one to stop and leave ? 
Leavins the examination hall after five ? 
minutes. ? 
Speaking to Donna and realising he had 
answered his best question wrongly. ? 
• Lee feels tense for most of the day. He has developed low back pain and is getting 
more tension headaches these days. Had he set aside 20 minutes a day to practise 
deep relaxation in combination with visualisation or meditation exercises, then he 
would be less tense. If he had in addition learned the skill of applied relaxation he 
would be able to relax actively in situations which caused in to feel anxious and to 
experience the associated physiological sensations, and he would be able to cope 
more effectively 
• Lee bas been feeling quite depressed recently. He has been having problems getting 
off to sleep recently and bas bad an increased amount of disturbed nights recently. 
Lee gets out of the house less than he used to. He spends no time in the week 
exercising. He bas been neaIecting his diet recently, relyins more and more on "fast 
food" from the local chip shop, and convenience food from the supermarket. 
If Lee were able to begin to take reauJar exercise be would experience less anxiety 
and would possibly find it easier to get to sleep on a night. (fhe ate a healthier diet he 
might have more energy to cope with the demands of the course. 
• Dealial with auietylDeaJiDc with eumiDatioD crises 
One way to deal with any anxiety and examination crises when in the examination 
room is to combine your relaxation and self talk skills. 
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S'I'IRR 
Sense stress when it first occurs. 
Think about my self talk 
Instruct self to replace negative 
coping thoughts 
Relax self actively 
Reward self for having tried to 
cope. 
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GENERATING POSITIVE AND 
REALISTIC SELF TALK 
Prepare for the stressor 
I CAN DEVELOP A PLAN TO DEAL WITH IT 
CoDfroDtiagaDd haDdling with stressor 
I HAVE A LOT OF DIFFERENT COPING TECHNIQUES TO CALL ON 
CopiDg with feelinp of beiDg overwhelmed 
WHEN STRESS COMES PAUSE 
GIVE IT A NUMBER. 0-100 
RELAX. AND WATCH THE NUMBER FALL 
TAKE THE EXAM ONE STEP AT A TIME. 
EvaluatioD of coping efforts aDd self reward. 
WHAT CAN I LEARN FROM MY TRY. 
GOOD I DID IT. 
NEXT TIME I WILL DO EVEN BETTER. 
FOLWWING THE EXAMINATION 
After the examination you should plan to reward your self for doing the best that you 
can, at this time. Some people find exams easy to cope with, and do better than their 
course work, othc:rs perform in the examination as well as they do in their course 
work. Others find examinations difficult. If you fall into this final category then this 
workshop will have been of particular use to you. If you do have further problems 
with exam technique you should seek support and guidance, and not suffer in silence. 
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REI,AXATIoN 
APPLICATION TRAINING 
What are your present sources of diIIIeII and discomfort? List the three concerns that 
are uppermost in your thoughts at this time. 
2 ____________________________________________ __ 
3 ____________________________________________ __ 
RELAXING IN DIFJ'ICULT SmJATIONS 
Now that you are able to reIa in pIeMam sunouDdiDp, you can try applyiDa tbeIe 
skills in more difficult situltions, when you would DOI'IDIlly expect to feel teIIIe or 
under pressure. 
Now that you can relax in • mety of ways and are more &WIIft of when you are under 
stress, you may have noticed that tIleR are lOme situations or c:ircumIWJces wbic:h 
cause you to feel particularly teIIIe. 
IDENTIFYING DIFFICULT smJATIONS AND PLANNING TO COPE IS 
THE KEY TO EFn:CI'IVE STRESS MANAGEMENT 
PRACTICE: 
Identify sources of Itrea at preIeIIt. PlIn to UIC your applied relaxation skills 
in these situations. 
2 Repeat the proc:css of auueatiIIIltntqJies for Lee for yourself. Put 
your suggestions into pracdce. 
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12. Appendix 4 
12. 1 Identifying the Causal Impact of Job Characteristics on 
Mental Well-being, Physical Health and Work 
Performance of Student Nurses. 
12.1.1 Aims and research questions: 
The purpose of this longitudinal prospective study, adopting both transactional and individual! 
organisational focii, surveying 4 intakes of the 1997 scheme of training at weeks 24, 50 and 75 is to 
examine developmental changes in stress, distress and coping over 20 months of the course, and to 
examine causal relations between job characteristics and strain. Adopting the "Michigan model" of 
work stress (House, 1981), the organisational component of the study will test causal longitudinal 
models current in the occupational psychology literature, e.g. Moyle, (1998), in a local population of 
student nurses. Identification of job characteristics causing distress and dissatisfaction, and examination 
of the role of social support and personality in the perception of current/future work characteristics and 
strain outcomes which include job perfonnance, may allow evidence-based changes in problematic 
work conditions facing students and facilitate optimal levels of academic and clinical perfonnance. 
The following research aims are outlined: 
From a transactional petspective, to chart developmental changes in reports of stress, distress and 
coping provided by student nurses during the first twenty months of an innovative course of nurse 
education. 
2 From an organisational perspective, to identify the predictors of mental health and job 
dissatisfaction in the first twenty months of this new course. This subdivides into: 
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Cross-sectional 
2.1 To detennine whether student characteristics affect psycho-social adaptation, in tenns of 
distress and job dissatisfaction, early in the new course. 
Longitudinal 
2.2 To detennine whether perceived work characteristics, Le, demand and support, arising from 
the new course cause current and future distress in the first twenty months of training? 
2.3 To detennine whether levels of current and future levels of satisfaction with the course 
result from the academic/clinical support and perceived control/ambiguity experienced? 
12.1.2 Plan of investigation 
The 1997 scheme of nurse education has a bi-annual intake of around 150 students per intake, with an 
18 month generic training component, preceding specialisation in one of four branches. 
12.1.3 Proposed Subjects 
Four separate intakes of around 150 subjects will be approached (Le. N=600) and surveyed over 
approximately 20 months of the course. Students will be approached in lecture theatre, and recruited 
to the study. Using this method in recent studies and obtained return rates have exceeded 80% of each 
student cohort. Self-report data from students, reports of clinical competency from practice placements, 
and archival sources of sickness, absence and academic perfonnance will be obtained. Assuming a 
response rate of 66% over the three data collection points of the study, as other longitudinal studies have 
achieved i.e. (Parkes, 1991), the total sample size of 400 participants will be sufficient to test the 
longitudinal structural equation model proposed in Steps 2.2 and 2.3 (Bentler & Wu, 1995; Moyle, 
1998). The construction of a coding scheme for questionnaires and for data entry purposes will ensure 
346 
student confidentiality whilst providing a clear tie between data points from a variety of sources, across 
time, and for each participant. 
12.1.4 Study Step 1: 
To chart longitudinal changes in stress, distress and coping in the new course. Measurement of a range 
of variables (at week 24) will be repeated at week 50 in the new course, and at week 75. Measurement 
at week 24 and 50 will allow longitudinal data collection at similar time points with a previous cross-
sectional screening study, see Chapter 4, and week 75 precedes the only examination on the 1997 
course. 
12.1.4.1 Measures 
General Health Questionnaire 30 (Goldberg, 1978), 
2 Student Nurse Stress Index (S.N.S.I.) (Jones & Johnston, 1997) 
3 Ways of Coping (Coyne, et aI., 1981) adapted by Parkes, (1984) 
4 Neuroticism, Extraversion, Lie scales from the Eysenck Personality Inventory (Eysenck and 
Eysenck 1964). 
5 Locus of Control (Rotter, 1966) 
12.1.4.2 Analysis 
Controlling for age, education and negative affect, repeated measures MANCO V A will chart trends in 
stress, distress and coping over time, and reveal differences between students providing high and low 
scores on the three personality measures. 
12.1.5 Study step 2.1: Cross-sectional study 
To examine the direct and mediated influences of personality and social support in the prediction of 
mental well-being and job dissatisfaction, at week 24 of training. This first step in the causal modelling 
process will identify the meditors to include in the longitudinal structural equation models. 
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12.1.5.1 Measures 
The following list of measures represents a demanding self-report assessment schedule. However, past 
experience with screening large groups of students nurses has suggested that is both realistic and 
achievable. Note that measure II is completed by a student's clinical preceptor/supervisor. 
Locus of Control (Rotter, 1966) 
2 Neuroticism, Extraversion, Lie scales from the short EPQ-R scale (Eysenck, et. aI., 1985). 
3 Demand and Control (Karasek, 1979). 
4 Perceived Social Support from preceptors/academic tutors/co-workers, House, (1981). 
5 Job Satisfaction (Parkes, 1993). 
6 Role Clarity (Rizzo, et aI., 1970). 
7 General Health Questionnaire-30 (Goldberg, 1978) 
8 Somatic symptom scale from SCL-90 (Derogatis 1977) 
9 Alameda 7 (Breslow and Enstrom 1980) 
10 Demographic variables, age, sex, educational attainment etc. 
11 Kings Nurse Performance Scale (Fitzpatrick et al 1997). 
12.1.5.2 Analysis 
Structural equation modelling will test the obtained fit of a cross-sectional model (Moyle 1998) to the 
time one data set, see Figure 12.1. This model suggests that neuroticism has both a direct and indirect 
association with distress/dissatisfaction, and that the influence of neuroticism on perceptions of the job 
characteristics of demand, control and role clarity in the work setting may be mediated by social 
support. Evidence supporting the inclusion of mediational variables in competing longitudinal structural 
models will be obtained. 
12.1.6 Study step 2.212.3: Longitudinal studies 
Step 2.2: To extend this cross-sectional analysis and examine the causal impact of perceived job 
characteristics on current and future mental well-being, across three data points, controlling for 
neuroticism. 
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Step 2.3: To examine the causal associations of job satisfaction with support, control and ambiguity in a 
further process model across the timeframe of the study, accounting for neuroticism. 
12.1.6.1 Measures 
As in Step 2.1, collecting repeated meaures across three time points, i.e. at week 24, 50 and 75. 
12.1.6.2 Analysis: 
Longitudinal structural equations modelling will test a series of plausible competing repeated measures 
structural models, see Figures 12.2-12.5. A two stage approach to longitudinal structural equation 
modelling will be used (Anderson & Gerbing, 1987; Dunn, et aI., 1993). 
Step 2.2: Figures 12.2112.3 contrast causal models proposing that work demand and support predicts 
current and future mental health (Figure 12.2), versus a model detailing that previous and current mental 
health predicts current perceptions of work demand and support (Figure 12.3). 
Step 2.3: Figure 12.4/12.5 contrasts competing models, with current and previous support/role clarity 
predicting job satisfaction (Figure 12.4) against a model of job satisfaction predicting current and future 
perceptions of support/role clarity (Figure 12.5). Goodness of fit indices obtained by fitting competing 
models to the longitudinal data set will determine the direction of the causal relationship between 
relevant job characteristics and strain outcomes, and will clarify whether high levels of distress seen 
locally, see Chapter 4, arise from the course, or from the student. 
12.1.7 Time table of work 
Starting in March 1998 to May 1999 for week 75 for intake one in the 1997 scheme of training. to 
November 2000 for intake for at week 80, see Table 12.1. 
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Figure 12.1: Direct and indirect associations of neuroticism with distress/dissatisfaction, in 
a cross sectional analysis oftime one data, as Moyle (1998). 
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Figure 12.2: Path diagram showing longitudinal influence of work demand and 
support on current and future mental health, as Moyle (1998). 
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Figure 12.3: Path diagram showing longitudinal influence of previous and current mental 
health on current perceptions of work demand and support, as Moyle (1998). 
TIME I TIME2 TlMEl 
Figure 12.4: Path diagram showing longitudinal influence of cumnt and previous 
support! role clarity on job satisfaction, as Moyle (1998). 
TIME 1 TIME 1 TlMEl 
Figure 12.5: Path diagram showing longitudinal influence of job satistiction on 
current and future perceptions of support/role clarity, as Moyle (1998). 
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Table 12. J: Times of data collection 
Sept 97 
March 98 
Sept 98 
March 99 
Time one 
March 98 
Aug 98 
March 99 
Aug 99 
Time two 
Sept 98 
March 99 
Sept 99 
March 2000 
12.1.8 Purpose and potential for implementation of results: 
Time three 
May 99 
Nov 99 
May 2000 
Nov 2000 
The nature of the cross-sectional data sets previously collected when screening the 1992 scheme of 
training (see Chapter 4) did not allow changes in psycho-social adaptation to the course to be examined 
over time. This proposal will allow the study of such longitudinal changes (Step 1). This previous 
study restricted data collection to an individual level, and did not include the collection of 
interface/organisational variables describing job characteristics experienced by student nurses. This 
proposed study will enable the collection of such interface/organisational data over time, allowing the 
exploration of cross-sectional (Step 2.1) and longitudinal associations between such variables, and will 
enable the testing of several competing causal models (Steps 2.212.3). 
A recent study showing that job characteristics cause mental health/dissatisfaction in a work setting, has 
called for the replication and broadening of these fmdings within different occupational settings (Moyle, 
1998). Within a nurse education setting, while the distress associated with training is assumed to have 
causal links with the course, no longitudinal studies have been carried out to demonstrate this 
connection. Moyle (1998) has provided an analytic protocol to demonstrate the causal link between the 
work conditions facing students and their physical and mental well-being in such a setting. 
This proposal extends previous work reported in Chapters 4-6 in the following ways: 
I. The study (at week 24) will explore the relationship between individual and job characteristics, and 
reports of mental health and job satisfaction from students in the new course, using a cross sectional 
approach. Testing the fit of a cross-sectional structural model confirmed in a retail setting (Moyle 
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1998) to a large data set provided by student nurses, will clarify the relevance of neuroticism to such 
reports. 
2. The direction of the relationship between job characteristics and strain outcomes will then be 
explored longitudinally. The prediction that demands and support perceived in work, clinical and 
academic settings cause current and future states of mental well being will be evaluated. While the 
association between perceived demands and affective well-being has been demonstrated in a cross-
sectional study (Chapter 4), the causal direction of this bi-variate relationship remains untested. A 
longitudinal exploration of the direct and mediated pathways between c1inicaVacademic support, 
ambiguity and job satisfaction will be provided in addition. 
3. No studies evaluating causal models of student nurse distress and dissatisfaction using longitudinal 
structural equation modelling have been reported. Clarification of the causal direction of the 
relationships between work characteristics (role clarity, controVdemand, and support from 
academic/clinical sources), and outcomes such as mental health/job satisfaction will provide the 
evidence base for the design of an organisational intervention to modify problematic job/course 
characteristics. If role clarity/support predicts current and future job satisfaction, and 
demand/support predicts current and future mental health, as reported elsewhere, then an evidence 
based intervention to clarify student role (by reducing uncertainty/ambiguity and role conflict), to 
increase the support available in clinicaVacademic settings, and to modify the academic and clinical 
demands facing student nurses may be possible. 
To date, no such organisational intervention to improve student satisfaction and increase current and 
future affective well-being has been carried out in nurse education. Such an intervention would be of 
value in an institution in which high levels of student distress are currently reported, and in which 
interventions to reduce such distress are available only at the individual level, see Chapter 6. 
353 
13 Appendix 5 
Jones, M. c., & Johnston, D. W. (1997) Distress, Stress and Coping in First Year Student Nurses. 
Journal of Advanced Nursing, 26, 475-482. 
354 
Journal of Advanced Nursing. 1997. 26. 475-482 
Distress, stress and coping in first-year 
student nurses 
Martyn C. Jones BSc (Hons) RNMH Dip NBS Dip Ed 
Lecturer, Health Psychology, School of Nursing and Midwifery, University of Dundee 
and Derek W. Johnston MA PhD 
Professor of Psychology, University of St Andrews, Fife, Scotland 
Accepted for publication 2 September 1996 
INTRODUCTION 
JONES M.e. & JOHNSTON D.W. (1997) Journal of Advanced Nursing 26,475-482 
Distress, stress and coping in first-year student nurses 
Levels of affective distress, sources of stress and coping strategies reported by 
first-year student nurses in Tayside, Scotland, were measured using the General 
Health Questionnaire (3D-item version), the Beck & Srivastava Stress Inventory 
(BSSI) and a modified 'Ways of Coping Questionnaire'. Screening showed that, 
around the time of an initial series of hospital placements, 50·5 % of students in 
cohort 1 (n= 109, week 40) and 67·9% of students in cohort 2 (n = 111, week 24) 
suffered significant affective distress. This exceeds levels reported in published 
studies of degree nursing students, fourth-year medical students, and the 
general female population. Distressed students reported the same sources of 
stress as the non-distressed students, but suffered them more intensely. Many 
BSSI items were seen as common sources of stress; however, the frequency with 
which an item was reported to be stressful was not related to whether scores on 
that item predicted overall distress. In both cohorts, the use of direct coping was 
associated with lower levels of distress, and with lower total stress scores on the 
BSSI. The use of fantasy and hostility was associated with high levels of distress 
and stress, in both groups. This screen of 220 first-year student nurses suggests 
that there is a problem with student distress around an initial series of general! 
surgical and psycho-social ward placements. The possible determinants of this 
distress are complex, and it is unlikely that presenting information alone will be 
sufficient to reduce this distress. 
Keywords: stress, distress, coping, screen 
It is widely accepted that the environment in which we 
work, and learn, can affect our mental health (Cox 1993). 
Occupational mental health and affective well-being 
among student health professionals has been the focus of 
increased study in recent years (Firth 1986, Biggers et a1. 
1988, Phillips 1988, Russler 1991, Heaman 1995), and this 
has led to the identification of levels of distress, sources 
of stress and coping strategies reported by student nurses 
(Parkes 1982, Parkes 1984, Beck & Srivastava 1991). 
Correspondence: Martyn Jones, School of Nursing and Midwifery, University 
of Dundee, Tayside Campus, Ninewells, Dundee DDl 9SY, Scotland. 
The recent introduction of a new scheme of pre-
registration training in Scotland has marked the transition 
of nursing education from a low academic status training 
to a diploma preparation within a higher education setting 
(UKCC 1986), and has been linked to an increase in student 
stress (Hamill 1995). 
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Aim of the study 
The aim of this study was to examine the affective well-
being of student nurses early in their diploma preparation 
course by identifying levels of affective distress, perceived 
sources of stress and the coping strategies used by students 
in difficult situations associated with their course. The 
study will detail elements of the diploma education in 
Tayside, Scotland which predict distress, and will identify 
the coping strategies associated with affective well-being 
in this student population. 
Past concerns regarding levels of student nurse distress 
(Hahn 1936 cited by McKay 1978) have led to recent 
attempts to measure transitory anxiety levels in groups of 
student nurses following exposure to stressful academic 
experiences. The findings are mixed. Some reveal state 
anxiety comparable with that reported by female college 
students (e.g. Russler 1991, Heaman 1995), or by the gen-
eral female population (e.g. Johannson 1991). Others reveal 
levels of distress across a degree preparation (Beck & 
Srivastava 1991) which are twice the level reported by 
other student health professionals (Firth 1986). 
Stress 
Stress from many sources has been reported for some time 
by student nurses. Academic sources of stress include 
examinations, long hours of study, assignments and 
grades, lack of free time, faculty response to student need 
and lack of timely feedback (Beck & Srivastava 1991). 
Specific elements of the academic programme, e.g. palli-
ative care experiential workshops (Lawrence et a1. 1985), 
produce stress reactions in students. 
Clinical sources of stress include working with dying 
patients, interpersonal contlict with other nurses, insecur-
ity about personal clinical competence, fear of failure, 
interpersonal problems with patients, work overload and 
concerns about nursing care given to patients (Parkes 
1985). Learning psychomotor skills, e.g. administering 
injections (Speck 1990) and performing female catheteriz-
ation (Bell 1991), have been associated with high levels of 
anxiety, and a perceived lack of practical skills is a 
common worry for many diploma students (Hamill 1995). 
The atmosphere created by clinical faculty, patient care 
responsibilities, working with HIV / AIDs (Mueller et a1. 
1992) and supernumery status itself (Wilson-Barnett et a1. 
1995) are all clinical sources of stress. 
The setting in which student nurses are placed may 
also have an impact on their affective well-being. Initial 
ward placements produce greater anxiety for students than 
for any other period in the early part of training, regardless 
of whether the experience is in a male/female, or a medi-
cal/surgical placement (Parkes 1982). Changes in ward 
allocation have also been shown to be a source of stress 
for student nurses (Jack 1992). 
Coping strategies 
The majority of work on student nurse coping in initial 
ward placements has been carried out by Parkes (1982, 
1984, 1985, 1986, 1990). She describes three common 
methods of coping. General coping reflects the general 
tendency to use cognitive and behavioural coping stra-
tegies. Direct coping involves the use of rational problem 
orientated strategies to change or manage the situation, 
and avoidance of emotionally based items such as fantasy, 
wishful thinking and hostility. Suppression reflects coping 
efforts characterized by suppressing thoughts of the situ-
ation and inhibiting action, i.e. carrying on as if nothing 
has happened. Direct coping and suppression include both 
problem-focused and emotion-focused strategies and are 
both potentially adaptive strategies. 
The introduction of new academic training necessitates 
a re-examination of the levels of distress, the sources of 
stress and the coping strategies used by students. It cannot 
be taken for granted that the stress experienced by earlier 
students will be similar for those studying today (Hamill 
1995). 
This study will examine distress, stress and coping 
around the time of an initial series of hospital place-
ments. Such placements have been shown to produce the 
greatest levels of anxiety for student nurses regardless of 
the setting (Parkes 1982). Early identification of distressed 
students by this screening study may allow the provision 
of methods for reducing affective distress. Describing 
the sources of stress and their associations with distress 
may enable the design of a stress management inter-
vention to address appropriate issues of concern, and 
to encourage adaptive coping in participating student 
nurses. 
THE STUDY 
Research questions 
This study will examine the following questions: 
1 What are the levels of affective distress experienced by 
student nurses around the time of an initial series of 
hospital placements? 
2 How does this distress compare with levels in other 
groups of student health professionals, and with the 
normative female population? 
3 What are the sources of stress facing student nurses 
around the time of an initial series of hospital 
placements? 
4 What do students do to cope with the stressful situations 
associated with their diploma preparation, at this time? 
5 Are particular forms of coping associated with 
adaptive outcomes in student nurses early in their 
preparation? 
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Design 
The study used a cross-sectional, descriptive design to 
examine a range of variables in two separate cohorts of 
first-year student nurses at a broadly equivalent point in 
time early in their training, i.e. before and after an initial 
series of hospital placements. The study does not attempt 
to demonstrate developmental (longitudinal) changes in 
distress. stress and coping resulting from this experience. 
Subjects 
The students screened were undergoing a generic 18 
months' Common Foundation Programme before taking 
the second 18 months' training for their chosen branch of 
the nurses' register. Questionnaires were distributed to stu-
dents attending a lecture. All (100%) of those students 
present completed and returned the questionnaires. 
Ethical clearance to screen two cohorts of students had 
been granted by Tayside Medical Ethics Committee. 
Cohort 1 consisted of students from three branches of 
nursing. adult nursing. mental health nursing and learning 
disability nursing. Screening took place at week 40 follow-
ing their first clinical experience in hospital (which 
included a medical/surgical and psycho-social ward place-
ment); 78·98% of this intake. i.e. 109 students. returned 
the questionnaires. 
Cohort 2 consisted of students training for the adult. 
mental health. child and midwifery registers. Screening 
took place at week 24 before their first hospital experience; 
92.4% of this intake. i.e. 111 students. returned the 
questionnaires. 
Procedure 
Students in both cohorts were approached in a lecture 
theatre. All the students attending that day were screened 
using four self-report questionnaires. The students were 
asked not to confer while completing the inventories. 
Students were observed to comply with this request, 
ensuring the confidentiality of each student's replies. 
Measures 
Questionnaires 
The General Health Questionnaire (3D-item version) This 
version is commonly used to screen for distress. Each of 
the items can be scored for the presence or absence of 
distress (GHQ method of scoring) with a score of 5 or more 
taken as indicating significant emotional distress, or on a 
4-point scale of distress with scores summed to give a con-
tinuous measure of distress between 0 and 90. Reliability 
and validity studies with a range of populations are 
deSCribed by Goldberg & Williams (1988). 
Using the GHQ-30 would allow comparison of the 
Distress, stress and coping 
distress levels of diploma student nurses with nursing 
degree students (Beck & Srivastava 1991) and with a nor-
mative female sample (Cox et al. 1987). The GHQ-30 con-
tains the GHQ-12 version embedded within it. allowing 
comparison of student nurse distress with published levels 
of distress in fourth-year medical students (Firth 1986). 
The Beck and Srivastava Stress Inventory This consists 
of 43 items which ask the student to rate on a 5-point scale 
how stressful they find various experiences typically enco-
untered by nursing students. and includes a demographic 
section. Reliability and convergent validity of this measure 
have been demonstrated (Beck & Srivastava 1991). 
The 'Ways of Coping Questionnaire'. Coyne, Aldwin & 
Lazaurus (1981) adapted by Parkes (1984) This 44-item 
questionnaire requires the student to report the coping 
strategies used in a difficult situation. and describes the 
general. direct and suppression coping actually used. 
Students indicated the coping strategies used over the 
preceding 4 weeks. 
The Marlowe--Crowne Social Desirability Scale (1960) 
This 33-item measure requires the student to chose 
whether a series of statements are true or false for them. 
This test of response tendency was included to see if the 
other measures used were affected by social desirability bias 
or denial. 
RESULTS 
In both cohorts. all (100%) of those students present in 
the lecture theatre filled in and answered the screening 
questionnaires described. 
Cohort 1 (n=109) had a mean age of 25·6 years (50=7.1 
years), included 22 males and 87 female students; 23.9% 
of the sample were married; 61·1% lived at home and 
31·5% lived in the residences. 
Cohort 2 (n = 111) had a mean age of 26·9 years (so = 7.9 
years). Of the 18 male and 91 female students in this 
sample. 35% were married. 55% lived at home and 30.6% 
were living in the residences. 
Since there were relatively few male students it was not 
possible to examine the nature and sources of stress by 
gender without collapsing both cohorts together to pro-
duce one dataset. The data from men and women are 
grouped for the individual cohorts to allow examination 
of data from two separate groups of student nurses. Effects 
apparent in cohort 1 can thus be looked for in cohort 2. 
The majority of participants were adult students (adult 
(n=140), mental health (n=45). midwifery (n=12). child 
(n = 9). learning disability (n = 5)) and as a result only 
'adult versus the rest' intergroup comparisons of distress, 
stress and coping were possible. There were no significant 
differences in the mean levels of distress, sources of stress 
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Table 1 Percentage of students scoring 5 or more on the GHQ-30 
in cohorts 1 and Z 
Class 
Cohort 1 
Cohort Z 
% scoring 5 or more 
50·45 
67·89 
% of class sampled 
78·98 
9Z·40 
and the coping strategies reported between such groupings 
in either cohort. No further analyses on interbranch 
differences are therefore reported. 
Using the GHQ-30 levels of distress were high in both 
cohorts, exceeding a conventional cut-off for distress 
(Table 1). 
Firth (1986) found that 31·2% of fourth-year medical 
students were suffering significant emotional distress on a 
12-item version of the GHQ. When this information was 
abstracted from the GHQ-30, 35·8% of cohort 1 and 44·1 % 
of cohort 2 were suffering significant distress. 
Levels of stress 
The use of the continuous Likert scoring of the GHQ-30 
allowed comparison of distress in both cohorts with dis-
tress reported in published studies. Both cohorts 1 and 2 
had significantly higher levels of affective distress than 
reported by degree nursing students, studied cross-
sectionally over a 4-year course (Beck & Srivastava 1991) 
(cohort 1, t=3·45, P<0·001; cohort 2, t=6·55, P<0·001) 
(Table 2). There was no difference in the distress reported 
by cohorts 1 and 2 (t= 1·16, dJ. = 218, P= 0·247). 
Extracting the GHQ-12 from the larger 30-item version, 
cohorts 1 and 2 (Table 3) showed significantly greater 
levels of affective distress (using the continuous scores) 
Table 2 Mean scores on GHQ-30 measure for cohorts 1 and Z, and 
degree student nurses 
Cohort 1 Cohort 2 Degree student nurses 
X=Z9·84 X=31'68 X=Z4·Z1 
SD=12·43 SD=11·03 SD=9·16 
n=109 n=111 n=94 
Table 3 Mean scores on the GHQ-12 for cohorts 1 and 2. and 
fourth year medical students 
Cohort 1 
X=12·86 
SD =5·64 
n=109 
Cohort Z 
X=13·84 
sD=4·68 
n=111 
Fourth year 
medical students 
X=11·66 
sD=5·16 
n=318 
than published data on medical students early in an initial 
psychiatric placement (Firth 1986) (cohort 1, t=1.96, 
P<0·05; cohort 2, t=4·12, P<O·OOl). 
The levels of stress, as assessed by the total BSSI scores, 
were comparable between cohorts (cohort 1; X=98.52, 
cohort 2; X=91·98: t=1·78, d.f.=164, P=0·08). The fre-
quency of sources of stress were examined by calculating 
the percentage of respondents rating items on the BSSI as 
extremely stressful (Le. scoring 4 or 5). The rank order of 
items scored in this way were similar for both groups, (p = 
0·78, P=0·005; using Spearman's correlation coefficient), 
as can be seen in Tables 4 and 5. While common and 
uncommon sources of stress were similar in both cohorts, 
clinical sources of stress commonly reported by cohort 1 
(e.g. ranked 8 and 10 in Table 4) were uncommonly 
reported by cohort 2 (Table 5). 
Distressed and non-distressed students identified the 
same sources of stress within each cohort, i.e. the rank 
orderings of the perceived sources of stress for distressed 
and non-distressed students within each cohort were 
highly correlated (cohort 1, p=0·82, P<0·001, cohort 2, 
p=0·74, P<O·OOl). 
Distressed students reported their experiences to be 
extremely stressful more frequently than non-distressed 
students, on the Beck & Srivastava Stress Inventory (BSSI), 
within each cohort. In cohort 1, on average 9·85 of the 43 
BSSI items were scored as extremely stressful (i.e. were 
given a score of 4 or 5) by distressed students, compared 
with 4· 70 items scored in this way by nondistressed stud-
ents (t=4·75, d.f.=106·93, P<O·OOl, following Levene's 
adjustment for intergroup inequality of variance). In 
cohort 2 the comparable figures were 7 ·09 BSSI items 
scored as extremely stressful for distressed and 4·00 BSSI 
items for non-distressed students (t= 3·48, d.f. = 109, P= 
0·001). Those distressed students who had finished their 
placements (cohort 1) reported significantly more of their 
perceived stressors to be extremely stressful (t= 2·92, d.f. = 
103·54, P<0·004). This was not found in a non-distressed 
student between-cohort comparison (cohort 1 X=4.70 
cohort 2 X=4.00; t=0'68, d.f.=76, P=0·50). ' 
Frequency 
For each cohort, each item on the BSSI was correlated with 
the continuous GHQ-30 Likert score. While some of the 
high frequency academic items such as 'fear of failing' 
were related to distress, others (e.g. 'amount of class work 
to be learned') were not. Some low frequency sources of 
stress were significantly associated with distress, and 
others showed no such relationship. The relationship 
between stressor frequency and level of distress was exam-
ined by calculating the correlation between the percent-
ages of students scoring 4/5 for each of the BSSI sources 
of stress, and the variance explained in the GHQ-30 
distress score by each of the 43 BSSI items (Le. R2). This 
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Table 4 Ten most commonly 
reported sources of stress for 
cohorts 1 and 2 
Cohort 1 
1 Fear of failing in course (58·72) 
2 Examination and/or grades (56·88) 
3 Financial responsibilities (53·33) 
4 Amount of classwork material to be 
learned (51·38) 
5 Difficulty of classwork material to be 
learned (35·19) 
6 Lack of free time (33·65) 
7 Long hours of study (33·33) 
8 Difference in college and ward values 
(31-48) 
9 College response to student needs (29·35) 
10 Feelings of inadequacy related to clinical 
perfonnance (27·78) 
Distress, stress and coping 
Cohort 2 
1 Examination and/or grades (66·86) 
2 Fear of failing in course (58·56) 
3 Amount of classwork material to be 
learned (56·78) 
4 Difficulty of classwork material to be 
learned (45·05) 
5 Financial responsibilities (38·18) 
6 Long hours of study (31·54) 
7 Pressures of child care responsibilities 
(29·23) 
8 Lack of free time (25·69) 
9 Pressures of marriage relationship (24·05) 
10 College response to student needs (23·81) 
() is the percentage of students who reported this item to be extremely stressful (4/5). 
Table 5 Uncommon sources of 
stress for cohorts 1 and 2 Cohort 1 
1 Relations with teachers (0·0) 
2 Drug usage (3·41) 
3 Alcohol usage (3·88) 
4 Too little responsibility (3·88) 
5 Client attitudes towards my profession 
(5·55) 
6 Sex-related problems (6.26) 
7 Atmosphere created in class (8·41) 
8 Relations with other professionals (8.41) 
9 Pressures of child care responsibilities 
(8·43) 
10 Relationships with parents (8.65) 
Cohort 2 
1 Client attitudes towards my profession (0) 
2 Drug usage (0) 
3 Client care responsibilities (0·91) 
4 Relations with teachers (0·91) 
5 Too little responsibility (0·93) 
6 Relations with other professionals (1·82) 
7 Relations with staff in the clinical area 
(1.82) 
8 Alcohol usage (2·12) 
9 Client attitudes towards me (2·70) 
10 Relationships with parents (2·94) 
() is the percentage of students who reported this item to be extremely stressful (4/5). 
showed that there was no relationship between the item 
frequency and variance explained (cohort 1, r=0·2248, p= 
0.15; cohort 2, r=O·0241, P=O·878). The frequency with 
which an item was reported to be stressful was not related 
to whether scores on that item predicted overall distress, 
in either cohort. 
Table 6 shows that the correlation between GHQ-30 
Likert scores and the BSSI score (r=0·5374, P<O·001) 
in cohort 1 was significant and positive. Reports of 
many sources of stress were significantly associated with 
high levels of distress. Table 7 confirms this for cohort 2 
(r=0·5956, P<O·OOl). 
The GHQ-30 (Likert) and the Marlowe-Crowne Social 
Desirability Index (MCSDI) totals were not related in either 
cohort (cohort 1, r= -0.1554; cohort 2, r= -0·1143). The 
BSSI measure and the MeDSI totals for cohort 1 have a 
Table 6 The relationship between GHQ, BSSI and MCSDI totals 
with a range of coping process variables (cohort 1) 
GHQ(lik) BSSI total MCSDI 
GHQ(lik) +1·000 
BSSI total +0·5374** +1·000 
MCSDI 
-0·1554 -0·4689** 1·000 
Direct coping 
-0·4382** -0·5207** +0·3646** 
Suppression +0·1097 +0·1047 -0·1460 
General coping +0·1163 +0·2840* -0·3079** 
* 2-tailed sig. <0·01, ** 2-tailed sig. <0·001. 
significant negative correlation (r= -0·4689, P=O·001). 
Those students reporting few sources of stress tended to 
have high MCSDI scores, suggesting that they were giving 
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Table 7 The relationship between GHQ, BSSI and MCSDI totals 
with a range of coping process variables (cohort 2) 
GHQ(Hk) BSSI total MCSDI 
GHQ(Hk) +1·000 
BSSI total +0·5956*- +1·000 
MCSDI -0·1143 -0·1747 1·000 
Direct coping -0·3048*- -0·3169- +0·2345# 
Suppression -0·0062 -0·1788 -0·0001 
General coping -0·0186 +0·0015 -0·1504 
# 2-tailed sig. = 0·05; * 2-tailed sig. < 0·01; * * 2-tailed sig. < 0·001. 
a socially desirable response. However, the MCSDI scores 
and BSSI totals were unrelated in cohort 2. 
Coping scores 
The GHQ-30(Likert) and the measure of direct coping had 
a negative and significant correlation in both groups 
(cohort 1: r= -0·4382, P<O·OOl; cohort 2: r= -0·3048, 
P=O·OOl). High levels of distress were associated with low 
direct coping scores. Those students reporting high dis-
tress used wishful thinking, escape, fantasy and hostility 
to cope with difficult situations. Those students experienc-
ing low levels of distress on the GHQ showed a tendency 
to use problem-solving strategies in preference to using 
fantasy and hostility. Direct coping had a negative and 
significant correlation with the BSSI in cohort 1 (r= 
-0·5207, P< 0·001). Students reporting few sources of 
stress (Le. with a low BSSI) tended to report the use of 
problem-solving strategies (i.e. high direct coping). This 
was confirmed on the cohort 2 dataset (r= -0·3169, P= 
0·006). However, low BSSI scores were associated with 
high MCSDI scores in cohort one, i.e. they were socially 
desirable responses. Direct coping had a positive corre-
lation with the MCSDI in cohort 1 (r=0·3646, P<O·OOl) 
and in cohort 2 (r=0·2345, P=0·05). Those students with 
high social desirability scores tended to report using prob-
lem-solving strategies in difficult situations. Students 
reporting the use of direct coping and reporting few 
sources of stress could have been giving the socially desir-
able response. However, when MCSDI was partialled out 
from the relationship between BSSI and direct coping the 
correlations remained significant (cohort I, r= -0·2927, 
P=O·Ol; cohort 2, r= -0·4045, P=0·0005). 
General coping and the BSSI total were correlated in 
cohort 1 (r=0·2840, P=0·006). However, both were corre-
lated with MCSDI, and when this was partialled out the 
relationship was not significant (r=0·1775, P=0·09). In 
cohort 2 neither general coping nor BSSI were correlated 
with MCSDI. and perhaps as a result were not correlated 
with each other (r=0·0015. P=0·99). 
There were no reliable relationships between any of 
the demographic variables and scores on the four 
questionnaires. 
DISCUSSION 
In this study we examine the levels of affective distress. 
sources of stress and coping strategies reported by two 
cohorts of nursing students. The percentage of students 
completing the study was very high (79 and 92%) with all 
the students attending the screen taking part in the study. 
While we cannot comment on the small number of stud-
ents who did not attend these sessions we think it is 
unlikely that their omission would bias the sample. 
The levels of affective distress found in this study were 
significantly greater than those reported by nursing stud-
ents across 4 years of a degree programme. Such high levels 
of distress replicated in the two cohorts suggest an endur-
ing problem with distress at this early stage of nurse 
training. 
The student nurses in cohorts 1 and 2 seem to suffer 
more intensely before and after an initial series of hospital 
experiences than other student health professionals at 
stressful points in their training. e.g. fourth-year medical 
students (Firth 1986). This argues against the assertion that 
medical students report, and face academic and clinical 
problems of greater severity, than other student health 
professionals (Bjorksten et 01. 1983). 
More of the student nurses described in this study are 
female than in the sample described by Firth (1986). but 
this difference in gender ratio does not explain the high 
levels of distress found in this study. While women tend 
to score more highly on the GHQ than males (Cox et oJ. 
1987), the prevalence of distress in both cohorts was 
almost twice that reported by Cox et 01. (1987) for women 
aged 18-24 years. the most distress-prone group. 
Additionally. there was no significant difference in the 
GHQ Likert scores for males (:X=30·5; n=40) and females 
(X=30·8; n=178) (t=0·15, d.f.=216. P=0·88). when 
cohorts 1 and 2 were collapsed into one dataset. 
Sources of stress 
Students in cohorts 1 and 2 share similar perceived 
sources of stress with degree nursing students (Beck & 
Srivastava 1991), with the top five most common sources 
of stress reported by degree nursing students shared by 
both cohorts. Common sources of stress associated with 
distress in the present study include academic items such 
as 'fear of failing'. 'lack of free time', 'long hours of study' 
and 'college response to student need' in both cohorts. 
Despite general consensus on the common sources of 
stress between cohorts. some of these sources have no 
association with distress. While 'amount of classwork 
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material to be learned' is an agreed common source of 
stress, the scores on this item were not significantly associ-
ated with distress in either cohort. 'Difficulty of classwork' 
and 'examinations and grades', commonly reported 
sources of stress, were not associated with distress in 
cohort 2. Many of the sources of stress most strongly 
associated with distress, in both cohorts, were uncom-
monly reported, e.g. 'alcohol usage', 'loneliness', 'other 
personal problems', 'actual personal health problems', 
'dOUbts about career choice', 'doubts about diploma edu-
cation as a career preparation' and 'problems with parents'. 
The frequency with which an item was reported to be 
stressful was not related to whether scores on that item 
predicted overall distress. 
The use of problem-focused coping was associated 
with lower levels of distress, and with the reporting of 
fewer sources of stress in both cohorts. Problem-solving 
is known to relate negatively to distress in medical 
students (Vitaliano et al. 1988) and to reduce the perceived 
effects of work stress in first-level nurses (Boumans & 
Landeweerd 1992). There did seem to be certain coping 
strategies which were more helpful than others. Direct 
coping was associated with low levels of distress, and was 
in this sense adaptive. The use of strategies concerned with 
hostility and wishful thinking, i.e. non-direct coping, were 
associated with high levels of distress, and were less 
adaptive. 
The mean levels of affective distress, sources of stress 
and coping strategies reported by students did not differ 
between cohorts 1 and 2. The relationship between general 
coping and BSSI, only seen in cohort I, was likely to be a 
spurious one resulting from the tendency of students in 
cohort 1 to give socially desirable responses to both meas-
ures. When MCSDI was controlled for statistically the cor-
relation between general coping and BSSI disappeared for 
this group. The main difference between cohorts was that 
distressed students with hospital experience (cohort 1) 
rated sources of stress as extremely stressful more fre-
quently than distressed students in cohort 2. 
However, due to the cross-sectional nature of this study 
it is not possible to attribute this difference between 
cohorts to their differing experience with certainty. Only 
a longitudinal study of distress, stress and coping in 
student nurses during the early part of their training could 
reveal such information. 
Career choices 
There are difficulties in making comparisons in distress 
between student health professional groupings. Students 
select careers in which they are able to cope with the 
intellectual and emotional demands placed upon them 
(Payne 1988). Those who leave, or choose to remain in 
nurSing and medicine, are likely to be different for each 
group, and differences between nursing and medical 
Distress, stress and coping 
student self-reports of affective distress could reflect 
differences in help-seeking, self-report bias (Parkes 1982), 
or a general tendency to react to stressful situations with 
anxiety. These factors may be responsible for the differ-
ences in distress found between students in this study 
and the published data (Firth 1986, Beck & Srivastava 
1991). 
It does not seem likely that the nursing degree and medi-
cal students were studied at times of low stress compared 
to students in this study. Firth (1986) surveyed fourth-year 
medical students on the first day of their psychiatry place-
ment. Such students, exposed to a stressful training over 
a protracted period, are more likely to complain of feeling 
states than medical students earlier in their training 
(Bjorksten et al. 1983). Beck & Srivastava (1991) surveyed 
student nurse distress cross-sectionally across 4 years of a 
degree preparation at a stressful time of year. Both studies 
reported high levels of student distress at demanding 
points in the respective educational experiences. Our 
study reveals greater levels of distress in student nurses 
both before and after an initial series of hospital 
placements. 
While comparisons between distress in student health 
professionals must be viewed cautiously, our findings do 
suggest that such levels of extreme distress are not con-
fined to student health professionals studying at degree 
level. While it is not possible to define the cause of this 
distress unambiguously, these high and replicable levels 
of distress in two such complete populations of student 
nurses, around the time of an initial series of hospital 
placements, must be seen as a cause for concern, and pre-
ventive interventions for vulnerable students must be 
considered. 
IMPLICATIONS 
The diversity in the sources of distress suggests that 
concentrating therapy or concern on a few sources of 
stress, or offering a few strategies such as the proviSion of 
information, would not be enough. Any such intervention 
must concentrate on helping the student to develop and 
apply a comprehensive set of coping strategies, and to 
encourage the use of direct coping. A multidimensional 
stress management approach using physiological, behav-
ioural and cognitive approaches is needed. Individual 
counselling for students with particular concerns may also 
be appropriate. 
The levels of distress found in these two cohorts of stud-
ent nurses are higher than levels of distress found in degree 
nursing students, fourth-year medical students and the 
general female population. Preparing to become a nurse, 
in this setting, is associated with significant emotional 
distress and may carry a risk to the affective well-being of 
the student. 
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